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AFFECTIONS OF THE THYROID GLAND. 
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(From the Bender Laboratory, Albany, N. Y.) 


DuRING the past few years as a result of the great 
advances in the surgery of the thyroid gland, the study of the 
many diseases of this organ has been placed upon an intelligent 
clinical and pathologic basis. ‘There still remains, however, 
a lack of uniformity not only in the classification of the various 
lesions but also in the interpretation of their etiology and their 
pathologic significance. It was with the object of adding, if 
possible, to our orderly knowledge of the pathology of the 
thyroid that this study of a large series of cases was undertaken. 

Material.—Since the opening of the Bender Laboratory, 
in 1896, a period of about ten years, material removed at 
operation from sixty-one cases of thyroid disease has been 
examined. It is upon this material, mainly from the surgical 
clinic of the Albany Hospital, together with three of my own 
cases, that this present study is based. Including, as it does, 
examples of all of the more important affections of the thyroid 
gland, with careful gross and microscopic descriptions, this 


* Read before the Medical Society of the County of Albany, February 
14, 1906. 
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group of cases offers unusual opportunities for investigation. 
This material may be classified as follows :' 


No. of 
Class. Disease. Cases. 
i. ee OO sid» iceio'y 5 chon ka Kanda ed ess 26 
18 PN re cc ctree sioner xe aGusiss ee anwe ma cawas 9 
REE. ROCUPPORT RGONOMR. cia cic sesccn decades scsswes 4 
Barc: SWE oS ecacrsyae Rain Rasere gio OR ric Srenin SEC ew KO I2 
V. Metastatic thyroid tumor ...........ecccceeecs I 
VI. Exophthalmic hypertrophy .................... 6 
ee LD III is anda vd dale weed a bds ode pews I 
IES | 6c cdvknedage Weer sbewshanseaen 2 
RR re a a ee I 


These lesions fall naturally into three groups,—the hyper- 
trophies, the tumors, and the inflammations,— and should per- 
haps more properly be discussed in this order. Several depar- 
tures however will be made in order to more clearly present the 
relations of the various lesions. Simple hypertrophy and 
adenoma as they possess, histologically, much in common, will 
be considered in sequence, thus affording a better opportunity 
for differentiation. The exophthalmic type, aside from the 
fact that it represents a diffuse process, bears no points of 
resemblance either clinically or pathologically to the simple 
colloid form and will therefore be considered by itself. The 
cysts have been found to have such close relationship to the 
adenomata that they may be considered with the latter. 

In the study of each type of lesion, a systematic manner of 
presentation will be pursued as far as possible. First, a 
tabulated list of the cases, giving the age of the patient at the 
time of operation the age of onset, the duration of the disease 





*To these might be added, to make a classification complete, the 
sarcomata, the fibromata and the mixed tumors, together with acute 
thyroiditis, all of which are very rare affections and have not occurred 
in this series. 





I wish here to express my thanks to Dr. Pearce for the privilege of 
using the material at the Bender Laboratory, and also indirectly to Dr. 
Blumer, whose careful records has made this study possible. Also I 
wish to thank the surgeons of the Albany Hospital, especially Drs. 
Vander Veer, Macdonald and Elting, who have allowed me access to their 
clinical records. 
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and the ultimate outcome when possible, will be presented. 
Following this one or more typical cases will be related in 
detail, with a brief clinical note and a complete pathologic 
study. When other cases offer points of interest or importance, 
not already covered in the quoted cases, attention will be 
directed to these special features in the general discussion. 
The etiologic and pathologic significance of the group as a 
whole will then be considered, and finally, after the considera- 
tion of each separate group, a résumé will be made of the main 
points in diagnosis and treatment of thyroid lesions in general. 


I—SIMPLE HYPERTROPHY (COLLOID HYPER- 
TROPHY). TWENTY-SIX CASES. 


Age of Age at 


No. onset. operation. Duration. 
LEE ee ECE TE CECT EE Oe 23 16 mos. 
oT Te 25 Mi 
EET CO re np 68 
PSE ee een 13 Oo. * 
Res Hawa. cad ented ees 

ET OCCT TOC CTT a 

7 30 
OEE CE Tee 24 25 he 
9 ’ 43 

1a center vacweenelans ia 42 several years 
i ciecentncnekarkuececne 43 iy * 
EO eee rary Ree 43 3 “ 
kL TOT Te 18 2 7 
OP PO ee eee ee 27 34% «COS 
15 13 2: 10 
1s cc vniser dea acanedes 13 15 2 bs 
y CONS EL ORT: 40 84 
Nilis sun acaneouswunaneas 44 62 18 = 
SOT EERE COE | 18 7 " 
eee i a 

Div bacvetindsehimmd aes 15 49 34 x 
22 Y 47 

i ae 36 53 17 
a na 

25. 56 

Meh irev det watenvuen 28 


Average age at onset, 24 years; average age at operation, 36 years; 
average duration, 7 years, 4 months; females 21, males 3, sex not stated, 2. 
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Case I.—( Path. No. 05-1011.) Male, aged 18; for 7 years 
has had enlargement of the neck with at times dyspnoea and some 
prominence of the eyes noticed. His mother is said to have had 
the same condition. 

Physical Examination—A symmetrical enlargement of the 
entire neck anteriorly and: laterally, but slightly greater on the 
right side, is seen. ‘The enlargement extends outward and back- 
ward on either side and is felt deep under the sterno-cleido- 
mastoid muscle. 

Operation, June 15, 1905, by Dr. G. E. Beilby. Cocaine. 
Transverse Kocher incision. The thyroid gland, with the excep- 
tion of a portion of the upper part of the left lobe about 4x4 cm. 
in extent, was removed without difficulty. The right lobe is 
larger than the left and extends more deeply into the tissues. 

Patient made an excellent recovery. In January, 1906, the 
patient’s health was excellent. 

Pathology—Macroscopic Examination: Specimen consists of 
a thyroid gland showing distinctly right, left and median lobes. 
Weight 530 grammes. Left and median lobes have been removed 
entire; a portion of right lobe is absent. The left lobe measures 
12.5x5x4 cm., the median 4x2 cm. and the right Iox5x6 cm. The 
mass is definitely encapsulated, of firm consistence, distinctly lobu- 
lated and of a dark red color. The blood-vessels of the capsule 
are very large and tortuous. The right and left lobes are some- 
what symmetrical and more or less kidney-shaped, with flattening 
of the posterior surfaces. The right lobe is of somewhat greater 
diameter anterio-posteriorly than the left. On section right lobe 
is seen to be grayish yellow in color and from the cut surface 
escapes a thick gelatinous material. It is lobulated; the lobules 
being composed of numerous alveolar spaces the walls of which 
are formed of rather firm bands of connective tissue and in which 
is a colloid material of a clear translucent appearance. Very 
many large blood-vessels are seen on: section. No cysts are 
present. The left lobe is similar in all respects to the right. 

Microscopic Examination.—Sections from four different por- 
tions of mass all show practically the same condition. In general 
the structure is that of the normal thyroid gland. The gland acini 
however, are greatly dilated and filled with a homogenous 
colloid material which stains with eosin. These acini for the most 
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part are lined with a single layer of cuboidal epithelium. In many 
are blood-corpuscles and cholesterin crystals. The capsule of the 
gland is very delicate, and there is but a moderate amount of con- 
nective tissue throughout the gland substance. 

Microscopic Diagnosis.—Simple colloid hypertrophy. 

Case IIl.—(Path. No. 97-5). Female, aged 23, single. 
History of enlargement of the neck in the region of the thyroid 
for 13 years. The enlargement has gradually increased. Recently 
patient has complained of dyspnoea, dysphazia and nervousness. 
No exophthalmus. 

Operation.—November 15, 1897, by Dr. Macdonald. 

Pathology.—Macroscopic Examination : Specimen consists of 
a lobulated mass of tissue of firm consistence, measuring 12x6x4 
cm. It is divisible into two lateral lobes and a central portion, 
which probably represents the original thyroid gland. The sur- 
face is smooth for the most part, but in places, particularly poste- 
riorly, is covered by vascular adhesions. The cut surface has a 
yellowish gray color, is irregularly divided into lobules, and is 
dotted here and there with cysts, containing a yellow, jelly-like 
material. This surface is smooth and glistening and covered with 
a translucent, sticky material. There are no signs of old or recent 
hzemorrhage into the gland substance. 

Microscopic Examination.—The tumor consists of tissue hav- 
ing in a general way the appearance of thyroid gland. It differs 
from this structure only in a marked increase in the size of many 
of the gland acini which contains a large amount of colloid 
material. Microscopic Diagnosis——Simple colloid hypertrophy. 

Case III.—( Path. No. 05-996). Male, aged 60. History of 
goitre for 18 years which, though of large size, caused no symp- 
toms until two months ago, when severe dyspnoea and dysphagia 
developed. 

O peration.—September 26, 1905, by Dr. Elting. 

Pathology.—Macroscopic Examinations: Specimen consists 
of a flattened encapsulated dark red mass of tissue measuring 
11x8x5 cm. having the general appearance of an enlarged thyroid 
gland. One surface is irregular in form and is covered by fine 
adhesions ; the other surface shows irregular lobulations separated 
one from another by deep fissures. The capsule contains a rich 
plexus of veins. Loosely attached to this mass is another 
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similarly encapsulated mass 6x3.5x2.5 cm. which is pinkish red in 
color, lobulated and the seat of numerous small cysts. The surface 
is covered with fine adhesions. The cut surface of the larger 
mass shows a greatly thickened capsule surrounding well-marked 
lobules which have a smooth, glairy surface, and appear to be filled 
with colloid material. The smaller mass on section shows a similar 
capsule, paler in color and with smaller, less well-marked lobules, 
and numerous small cysts filled with yellow blood-stained fluid. 
Microscopic Examination.—Sections show structure of thy- 
roid gland with capsule greatly thickened. The acini are greatly 
increased in size and number and filled with colloid. There is no 
increase in the interstitial substance or in the cells lining the acini. 
Microscopic Diagnosis——Simple colloid hypertrophy. 


These three cases illustrate very well this type of enlarge- 
ment. It is characterized clinically by symmetrical increase in 
size, which is usually not rapid but extends often over many 
years. Itis true that one lobe may be larger than the other, but 
the essential change is a diffuse involvement, and the term 
“simple goitre”’ or “simple hypertrophy ” should be applied 
only to those lesions which thus involve the entire gland. 

Histologically, the characteristic feature is a dilatation of 
the thyroid vesicles, the result of the increased colloid secretion. 
There is lack of uniformity in the size of the vesicles, but it 
is rare to observe any portion of the gland which shows 
normal vesicles. The connective-tissue stroma in the earlier 
cases is often found to be somewhat scant but definite lobula- 
tions can always be made out. After the condition has existed 
for a number of years secondary changes may produce a rather 
complex picture. These are most frequently hemorrhage into 
the alveoli, with associated degeneration and pigmentation in 
focal areas. Infiltration of leucocytes and lymphoid and 
plasma-cells is not infrequent. The connective tissue in cases 
of long standing is usually very abundant . Calcification is 
common as a late degenerative change. Cysts of large size 
in a gland showing simple hypertrophy have not been 
observed. Minute smooth walled cysts formed evidently by 
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the rupture of the walls of adjacent vesicles, with fusion of 
their colloid contents, are commonly present. 

Etiology.—It will be remembered that in the early embry- 
onic thyroid colloid is not present in the epithelial vesicles. The 
colloid secretion makes its appearance at about the time of 
birth and first in small amounts, but with the advancing age 
of the child the individual vesicles show increased dilatation; 
the gland probably attaining its most active secretory stage 
during youth or early adult life. An enlargement of the 
thyroid at this period is very common, but it usually disappears 
at twenty-three to thirty years of age. This enlargement 
probably represents a simple hypertrophy of the organ. In 
explaining this condition of simple hypertrophy, then, it seems 
proper to infer that in a certain number of cases, instead of a 
subsidence of this physiologic hypertrophy, the process in an 
exaggerated form continues and a permanent hypertrophy is 
the result. In this series it is seen that while before twenty 
years of age only four cases came to operation, in six the age 
of onset was before twenty and in four others, in which the age 
of onset is stated, it was between twenty and thirty years, 
making nearly one-half of the recorded cases appearing either 
in youth or early adult life. Pregnancy in a few instances has 
apparently been the exciting cause. 

In simple hypertrophy there is as a rule no symptoms 
except those produced by pressure upon the structures of the 
neck. Circulatory disturbances with extreme enlargement seem 
to be fairly common. Vertigo, which is frequently a symptom, 
is due, possibly, to pressure of the enlarged gland upon the 
blood-vessels of the neck. The duration of the condition varies 
greatly, for the patient seldom seeks advice until the pressure 
symptoms become severe. Mere deformity causes no concern, 
but when respiration or deglutition becomes difficult relief is 
sought. The periods of time represented in these cases vary 
from a few months to thirty-four years. The size to which 
the gland may attain also varies greatly. There seems to be no 
relation between the duration of the condition and the size 
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of the gland. The case showing the most extensive hyper- 
trophy in this series is Case I, quoted above. 

In the condition of simple hypertrophy, then, three things 
may occur. First, there may be a subsidence of the active 
secretory process after puberty or during young adult life, and 
a diminution of the amount of colloid present with a return of 
the gland to its normal size. These are the cases of moderate 
enlargement. Second, the epithelium may cease to secrete col- 
loid material after a certain age is reached, but fail to undergo 
retrogressive changes and the enlargement become a permanent 
one. Instances of this nature are frequent. The hypertrophy 
is of moderate degree causing as a rule no subjective symptoms, 
and but rarely demanding operation. Third, a condition similar 
to No. 2, in which in addition we see in later life, after a 
quiescence of many years, a rapid increase in the size of the 
already hypertrophied organ. This enlargement is apparently 
due to two causes—an increase in the colloid secretion, as 
observed in the primary enlargement, and an actual reproduc- 
tion (hyperplasia) of thyroid tisssue. This latter is apparently 
the process present in the majority of cases. Only a portion 
of the gland may be secondarily affected. The following case, 
which clinically was considered to be malignant, illustrates this 
type.! 

Case IV.—(Path. No. 05-1114.) Female, aged 53, goitre 
with slow growth for 17 years. First began during pregnancy. 
During the past seven months the enlargement has been rapid and 
confined chiefly to the left lobe. Dyspnoea and dysphagia marked. 

Operation, October 25, 1905, by Dr. Vander Veer. Consider- 
able difficulty was experienced in removing the gland, owing to 
its deep attachments. 

Pathology.—Macroscopic Examination: Usual appearance of 
old hypertrophic gland with increase of connective tissue, degen- 
eration and calcification in areas, but in addition a large amount of 
comparatively normal thyroid tissue, differing perhaps in that it 
has a more cellular appearance. 




















*Under “Carcinoma” will be discussed the frequency with which 
hypertrophied glands of this nature undergo carcinomatous changes. 
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Microscopic Examination.—The sections show in general a 
simple hypertrophy with fairly large colloid vesicles lined by the 
usual epithelium. Here and there, however, are areas of small 
vesicles, some filled with cells and others containing a little colloid 
representing young thyroid tissue in various degrees of develop- 
ment. Small masses of epithelial cells are not infrequently 
observed outside of the colloid vesicle and probably represent 
focal zones of new thyroid tissue or compressed epithelial vesicles. 


The histologic appearance in this case suggested the possi- 
bility of carcinoma. There is, however, no definite evidence 
of invasion of the old connective-tissue stroma by the new- 
formed thyroid tissue. This is a histologic picture frequently 
observed in cases of old simple hypertrophy in which there has 
occurred recent growth. Patient made a good recovery from 
the operation and was well six weeks later. 


Il—ADENOMA; 9 CASES 
Age of Age at 


No. onset. operation. Duration. 
Rocetd coxa uuanetcuene 38 

Dice this Cetred ke wenn 10 21 5 yrs 
bP mee er terete 37 55 18 
Bikciecuicrtuxtannsaes a ai 
PTE CCE ree 18 23 5 

Cenc vane name ceeans 25 20 aie 
7: 35 40 5 

Ge ienk sien wap cers 30 2 

Os: .icoa-aendiia week a 43 


Average age at onset, 26 years; average age at operation, 33 years; 
average duration, 7 years; female, 8; male, I. 


Case V.—(Path. No. 755). Male, aged 55. Onset of tumor 
18 years ago in the region of the thyroid. Has grown larger dur- 
ing the last two years. No symptoms except tumor. 

Operation, September 26, 1904, by Dr. Elting. Excision of 
tumor of left lobe. The right lobe and isthmus seemed normal. 

Pathology.—Macroscopic Examination : Specimen consists of 
an encapsulated tumor of the thyroid, measuring 8x6x3 cm. 
Tumor mass has been cut open. On section it presents a rough 
nodular surface mottled with dark red areas. Surrounding these 
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is a brownish yellow zone and still further out a deep red finely 
granular zone. The lighter areas are approximately 1x.5 cm., 
the dark red areas measuring about 2x1 cm. 

Microscopic Examination.—There is distinct hyperplasia of 
both glandular and interstitial tissue, the glandular elements in 
places being massed together and compressed, with irregular out- 
lines; in other places dilated and filled with colloid material; in 
still other areas the glandular elements are atrophied with marked 
increase of interstitial tissue, which is highly cedematous and 
hyaline. 

Microscopic Diagnosis—Mixed adenoma of thyroid gland. 

Case VI.—(Path. No. 05-1207.) Female, aged 23. Tumor 
for 5 years. Rapid enlargement during the past eight months ; 
dyspnoea. Tumor of the right lobe pushing the trachea and 
larynx to the left. 

Operation, November 14, 1905, by Dr. Elting. 

Pathology.—Macroscopic Examination: Specimen consists of 
a definitely encapsulated tumor 10x5x8x6 cm. Capsule is smooth 
and apparently free from adhesions. At one pole is a small irreg- 
ular tumor. The capsule is very dense and fibrous. On section the 
tumor presents a uniform grayish appearance. ‘Tissue is exceed- 
ingly soft and friable. No fibrous bands are seen. In the centre 
of the mass the tissue is disintegrated and there is found a small 
cavity filled with blood-stained colloid material. On section, the 
smaller tumor attached to one pole of the larger has the appear- 
ance of normal thyroid tissue and evidently represents the isthmus 
of the thyroid gland. 

Microscopic Examination.—(See Fig. 1.) The general 
structure of thyroid tissue can be seen, but there are no definite 
lobulations as are.found in the normal and hypertrophied gland. 
The thyroid vesicles, however, are greatly enlarged and filled with 
a homogeneous colloid material which stains with eosin. In some 
areas the epithelium lining the individual vesicles has disappeared 
and their contained colloid has coalesced, forming large irregular 
pink-staining masses. Throughout the colloid material is seen 
isolated cells and clumps of cells which stain poorly and which 
represent the desquamated epithelium. There are also numerous 
red-blood cells. When an epithelial lining is present instead of a 























F1G. 1.—Microscopic drawing of a colloid adenoma, 4 oc. 3 obj. Leitz. 
The illustration shows that the thyroid vesicles are distended with a homogeneous 
colloid substance in which are clumps of epithelium and isolated epithelial cells. 
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single layer of cells we see often several layers, and here the cells 
stain very poorly and have no definite arrangement. The con- 
nective-tissue stroma is very scant and the alveolar walls are deli- 
cate. There are a few small epithelial vesicles which contain no 
colloid and represent young thyroid tissue. The general picture 
is one of early degeneration. 

Microscopic Diagnosis.—Colloid adenoma of the thyroid. 

Case VII.—(Path. No. 64-5.) Female, aged 26. Duration 
of illness 8 months. The prominent symptoms are pain, dyspnoea 
and dysphagia. 

Operation, February 20, 1899, by Dr. A. Vander Veer. No 
note on operation. 

Pathology.—Microscopic Examination: Specimen consists 
of a globular nodule measuring 4x3x1.5 cm. It is completely 
encapsulated. Its outer surface is covered here and there with 
torn adhesions which are attached to the capsule. The nodule is 
soft in consistence. On section the cut surface bulges somewhat ; 
it is mostly of a grey-white color and rather translucent in appear- 
ance. Scattered through it are a few whiter areas suggestive of 
necrosis and one or two minute hemorrhagic points. 

Microscopic Examination.—The section shows both the cap- 
sule and tumor substance. The capsule is composed of several 
layers of fibrous tissue, in the outermost layer of which can be seen 
compressed thyroid vesicles probably the result of the encroach- 
ment of the growth upon the normal gland-tissue. The tumor 
proper is made up of closely packed epithelial vesicles, which 
as a rule are empty or have only a cellular content. In this respect 
the tissue resembles that of the foetal thyroid, but differs in that 
the cells are of a higher type. In some of the vesicles, farthest 
from the periphery, there is a small amount of colloid present, 
this probably representing the oldest portion of the growth. The 
connective-tissue stroma is very scant and there are no lobula- 
tions visible. 

Microscopic Diagnosis —Mixed adenoma of the thyroid gland. 

Case VIII.—(Path. No. 05-95.) Female, aged 21 years, 
married. A tumor the size of a marble appeared in the region 
of the right lobe of the thyroid five years ago, two years after her 
last child was born, and has gradually increased in size since. 
Dyspnoea has been more marked of late. 
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Operation, January, 1905, by Dr. Elting. Ether. “ The 
patient took the anesthetic very badly. Resuscitation was neces- 
sary during the operation. The tumor was removed through an 
incision along the anterior border of the right sternocleidomas- 
toid muscle.” 

Pathology.—Macroscopic Examination: Specimen consists 
of an encapsulated tumor measuring 2.5x2x1.5 cm., enclosed in 
a yellowish white capsule. On section it is fairly firm in consist- 
ence and presents a brownish white surface. Very little connec- 
tive-tissue stroma can be seen. 

Microscopic Examination.—Section shows a thick fibrous 
capsule with normal appearing thyroid tissue in its outer layer. 
The structure of thyroid gland can be made out, but the individ- 
ual vesicles are small as a rule and contain no colloid. In a few 
areas the vesicles are elongated and assume a tortuous tubular 
shape. The connective tissue shows hyaline degeneration and 
cedema. 

Microscopic Diagnosis.—Pure adenoma of the thyroid. 


Etiology.—These adenomata comprise the solid non- 
malignant encapsulated tumors of the thyroid. They may arise 
within the tissue of the thyroid gland, without and connected 
with its capsule, or at some distance from the gland. They 
occur usually singly but in two instances in my series they 
occurred as multiple tumors of one lobe. In one of these were 
present two smaller tumors, each about 3 cm. in diameter, 
attached to either pole of a larger tumor 8x3x3 cm. in size. 
In the other a tumor of the left lobe 8x6x3 cm. in size had 
attached to its capsule at one pole a small nodule about 2 cm. 
in diameter, which macroscopically had the same appearance as 
the larger tumor. 


As to the location, five occurred within or apparently arose 
from the right lobe, two from the isthmus, and one from the 
left lobe, and in one instance the situation was not stated. 
These tumors are in my experience usually of small size. The 
largest was 10x8x6 cm. and the smallest 3 cm. The average 
diameter was about 5 or 6 cm. 

Clinically the adenomata are not as a rule difficult to recog- 
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nize. They are hard and firm, freely movable, and generally 
present no symptoms except tumor. By their pressure upon the 
trachea or cesophagus they may produce dyspnoea or dysphagia 
and in two instances the extreme nervousness of the patient 
was ascribed to such pressure. The age of onset seems to 
correspond to that of adenomata in other glands of the body, 
occurring during youth or early adult life, when glandular 
activities are at their height. The age of onset was generally 
between 16 and 35 years; five or over one-half between the 
twentieth and thirtieth years. From the fact that these tumors 
produce no subjective symptoms, and that their growth is 
as a rule slow, it is often many years before the patient seeks 
surgical relief. It is probable that these tumors are far more 
common than indicated by this series, for it is only when they 
produce pressure symptoms or cause considerable disfigurement 
that the advice of the surgeon is sought. 

No important etiologic factors, other than the age, can be 
determined. In one case, the tumor appeared two weeks after 
confinement. 

There is nothing in the records to indicate that the thyroid 
gland in these cases was abnormal. Where observations were 
made by the operator, it is noted that the gland appeared 
normal. 

Pathology.—The adenomata are definitely encapsulated 
tumors, usually smooth, but occasionally somewhat nodular 
or lobulated. ‘The tumors vary considerably in consistence but 
are usually soft. 

Two distinct varieties may be recognized, depending upon 
the type of vesicle. In the first, which we may designate as 
pure adenoma, the growth is found to be composed of closely- 
packed epithelial vesicles, containing little or no colloid and very 
small amount of connective tissue. Many of the acini are seen 
to be filled with epithelial cells. In the other variety, we have 
a condition in which histologically the picture very closely 
simulates that of simple hypertrophy. These we may designate 
as colloid adenomata. ‘The epithelial vesicles are dilated and 
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filled with colloid material. There is usually but a single 
lining layer of epithelium. 

An interesting feature of these tumors is their tendency 
to undergo various degenerative changes. The colloid adeno- 
ma resembles somewhat histologically the simple hypertrophy, 
but differs, however, in some important respects. Thus the 
stroma is less abundant, the walls of the vesicles are thinner, 
and the epithelial cells lining the vesicles in the hypertrophied 
organ are of a lower type than those in the colloid adenoma. 
To make a distinction between simple hypertrophy and adenoma 
is easy clinically and from a macroscopic examination of the 
specimen but upon histologic examination distinct differences 
in structure are not so evident. 

Briefly stated, the main differences seem to be these: 

(a) As to the epithelium lining the vesicles. In the 
adenoma we find the cell tending to a columnar character, 
while in the hypertrophy the cells appear more compressed and 
assume the appearance of a cuboidal type. 

(b) Astothe contents. Colloid. In the early adenoma, 
epithelial tissue is the one tissue present. Small amounts of 
colloid are visible, but this is not seen in appreciable amounts 
until a later stage. In this later stage the colloid is increased 
markedly in amount, and approaches as to quantity the amount 
which is visible in the hypertrophied gland. Besides this col- 
loid material, which in certain amounts is normally present, the 
alveoli may also contain desquamated epithelium and red-blood 
cells. In the colloid adenoma there is usually present a large 
number of epithelial cells within the alveolus, which stands in 
marked contrast to the hypertrophy where no desquamation is 
evident. Again in the adenoma small hemorrhages into the 
alveoli are more common. 

(c) Asto stroma. In the adenoma scarcely any connec- 
tive-tissue stroma is visible, the vesicles with or without colloid 
material being closely packed together. In the hypertrophy, 
however, while a number of vesicles containing considerable 
colloid are in close proximity, being separated by small amounts 
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of connective tissue, the groups of vesicles are isolated and 
between these groups dense and rather large amounts of con- 
nective tissue are visible. 

Depending upon the secretory activity of the epithelial 
cells of the adenomata, a complex picture may be produced. 

First, All of the epithelial cells may begin to secrete 
actively, and varying amounts of colloid may appear within 
the alveolus, producing the colloid adenoma. 

Second, All the epithelial cells may fail to secrete, and 
then we have a type of gland in which no colloid material is 
visible, resembling in many respects the type of tumor described 
as fetal adenoma but differing in that the vesicle is not solid,— 
1.e., made up of several layers of epithelial cells, but is merely 
an alveolus lined by a single layer of cells in which no colloid 
material is evident. 

Third, A number of the cells may remain dormant while 
the remainder are secreting colloid material, tl:us presenting 
the picture which many authors describe as mixed adenoma. 

Cyst Formations.—Here I wish to emphasize the fact that 
undoubtedly a large percentage of cysts of the thyroid have 
their origin in adenomata. Very frequently we find in the 
walls of cysts thyroid tissue resembling simple hypertrophy. 
Cyst formations however in thyroids that have undergone 
simple hypertrophy is an extremely rare occurrence. None of 
the cases reported in this series show aught but minute cysts 
formed by the rupture of the walls of a few adjacent vesicles 
and the coalescence of their contained colloid. The adenomata, 
however, appear very prone to undergo degeneration with the 
formation of cysts. In Case VI it was seen that the tumor 
presented distinct evidences at its centre of beginning cystic 
formation. 


IIIL—RECURRENT ADENOMA. THREE CASES—MALE 2, 
FEMALE t. 
The adenomata, as has been shown in the preceding sec- 
tion, occur singly as a rule and do not present histologically or 
clinically signs of malignancy. We have, however, three 
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cases in which there has been either recurrence at the site of 
operation or a subsequent appearance of a similar tumor in 
other portions of the gland. These were clinically considered 
to be malignant, and the microscopic study revealed a more or 
less atypical growth of epithelium. 

CasE [X.—(Path. Nos. 97-3 and 64-19.) Male, aged 49. 
Thyroid tumor appeared twenty years ago and gradually increased 
in size up to five years ago, causing dyspnoea and dysphagia. 

Operation, February 6, 1897, by Dr. Macdonald. Removal 
of tumor. Five months later a similar tumor appeared in the 
isthmus and gradually increased in size for four and a-half years ; 
and now presents as a firm apparently encapsulated tumor in 
median line of neck about 4x6 cm. in size. The lateral lobes of 
the thyroid show slight enlargement. The surgeon, Dr. Mac- 
donald, considered the growth to be malignant and the entire 
gland was therefore removed. 

Pathology.—(First operation). Macroscopic Examination: 
Specimen consists of a portion of the thyroid gland measuring 
gx6 cm. The outer surface presents a mottled appearance, the 
prevailing color being red, with here and there small areas of dis- 
coloration due to hemorrhage. The surface vessels are distended. 
On section the specimen shows a large empty cyst, the walls of 
which are thin and covered by gelatinous substance, probably 
colloid material. Other cysts are seen of smaller size than the 
one just described. They are filled with a colloid material and in 
some are small pea-sized hemorrhages. Portions of the growth 
have undergone calcareous degeneration. 

Microscopic Examination.—No definite capsule is seen. The 
tumor proper is made up of tissue of the same general type as that 
of the normal thyroid but which shows greater irregularity in 
the gland acini. The connective-tissue network is moderately 
augmented ; this is evident in the size of its strands. Irregularly 
distributed throughout the specimen are collections of epithelial 
cells of the same appearance as those constituting the normal 
gland structure. The gland spaces are for the most part smaller 
than normal, though here and there dilated spaces may be seen. 
Allalveoli contain homogeneous pink-staining material, presum- 
ably colloid; in a few hemorrhage has occurred. There is 
marked hyperplasia of the epithelial cells. 
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Microscopic Diagnosis—Adenomatous cyst of the thyroid. 

Second Operation.—( Path. No. 64-19.) Macroscopic Exam- 
ination: Specimen consists of six pieces of tissue which are evi- 
dently from the thyroid gland. The largest portion measures 
7x8x4 cm. Its outer surface presents a somewhat lobulated 
appearance and is covered with a smooth membrane to which are 
attached a few fibrous adhesions. Beneath the membrane the 
color of the tissue is a light red. On section the tissue is of fairly 
firm consistence, but varies somewhat in character in the different 
portions. In some places it presents a semi-translucent grayish 
white appearance, in others it is darker in color and somewhat 
more opaque. Considerable portions of the specimen are made up 
of colloid material. Here and there are definite calcareous 
deposits. In one of the smaller portions which measures 7x4x2 
cm. the tissue resembles that already described except that an area 
about 3.5 cm. in diameter is definitely hemorrhagic. The remain- 
ing pieces which compose the specimen are similar in structure to 
the portions described. 

Microscopic Examination.—We have here the same general 
type of tissue seen in the tumor removed five years previously. 
Some of the gland acini are greatly enlarged and filled with colloid 
material ; others are small and have only a cellular content. The 
epithelium approaches the columnar type and in many places 
shows no typical arrangement. 

Microscopic Diagnosis.——Adenoma of thyroid. 


In this case the specimen first removed (97-3) is a cyst 
which has apparently arisen by dengeneration of an adenoma, 
while the second growth (64-19) presenting the same charac- 
teristics clinically, was an adenoma. The significance of this 
in relation to cysts will be discussed under that heading. 


CasE X.—( Path. No. 64-26.) Female, aged 45. Tumor of 
right lobe which first appeared seventeen years ago (1888). 
After five years it reached the size of a lemon and was removed 
September, 1893, no pathologic study was made. Four years 
after first operation (1897) a similar tumor appeared in the left 
lobe and was removed six years later (Sept. 21, 1903), by Dr. 
Macdonald. This tumor the patient states seemed exactly similar 
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to the first one. Both finally produced pressure symptoms upon 
the trachea and cesophagus, and for relief of these symptoms 
patient sought operation. With the second tumor there was con- 
siderable pain, and dyspnoea and dysphagia were more pro- 
nounced. The description of this tumor follows: 

Pathology.—Macroscopic Examination: Specimen consists 
of a portion of thyroid gland measuring approximately 11x4.5x3.5 
cm. Beneath the capsule except in a small portion of the end of 
the tumor can be seen numerous pea to cherry-sized cysts. In the 
centre of the specimen can be felt a hard stone-like mass the 
size of a cherry. On section all but a small area at one end of 
the specimen is seen to be filled with various sized cysts containing 
a clear colloid material. The wall of one of the larger cysts is 
completely calcified and measure 2 mm. in thickness. 

Microscopic Examination.—The gland alveoli are numerous 
and for the most part distended by homogeneous colloid material. 
Some contain also desquamated cells and leucocytes many of 
which are loaded with pigment. The alveoli surrounding the 
more distended alveoli are small and arranged concentrically. 
Other areas show small irregularly developed alveoli. Several are 
irregular and without any distinct limiting wall and contain a 
bluish pink mucoid-like material, blood pigment and elongated 
connective-tissue nuclei. The interalveolar tissue shows hyaline 
degeneration in places. 

Microscopic Diagnosis—Adenoma with hemorrhage and 
calcification and a tendency to an atypical growth of the epithe- 
lium. 

About two months ago, two years after the second operation, 
a tumor appeared in median line of the neck and has slowly 
increased in size. This tumor is clinically an adenoma. There 
is no evidence of recurrence at the sites of previous operations. 
Patient’s general health is excellent. The patient is considering 
an operation. 

Case XI.—(Path. No. 97-2.) Male, aged 60. Tumor 
removed from the region of the right lobe of the thyroid by Dr. 
Macdonald nine years ago. 

Pathology.—Macroscopic Examination: Specimen consists 
of a mass almost the exact size and shape of a kidney. The sur- 
face is irregular and in places it is covered by a distinct capsule 





























Fic. 2.—Microscopic drawing of a recurrent adenoma, 4 oc. 3 obj. Leitz 

The upper portion of the drawing shows tissue containing a few apparently noimmal 
thyroid vesicles. The lower portion shows tissue in which no normal vesicles are present, 
but composed of epithelial cells, having no typical arrangement, and ina few of which a 


large, irregular, and deep staining nucleus is seen. 
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which is somewhat hemorrhagic. In other places patches of con- 
nective tissue containing large blood-vessels lie on the surface. It 
is somewhat lobulated and of a brownish yellow color. On sec- 
tion at one point is seen a cyst-like cavity containing a friable 
grumous material of a yellowish color, slightly viscid and appar- 
ently cell-detritus. The remainder of the tumor can be divided 
into a cortical and medullary portion. The cortical portion aver- 
ages about 1.5 cm. in width and is distinguished from the medul- 
lary by its light color and more or less radial striation due to the 
presence in its substance of fine bands of connective tissue. The 
medullary substance is distinctly pinker in color than the cortical, 
and the bands of connective tissue which traverse it have no 
distinct or regular distribution. The consistence of the tumor 
as a whole is firm, the cortical substance perhaps being a little 
firmer. Distinct areas of calcification are present. 

Microscopic Examination.—(See Fig. Il.) Sections show 
the tumor to consist of a capsule and tumor substance. The cap- 
sule is for the most part made up of fibrous tissue. Here and 
there, however, it contains small collections of cells of the same 
type as the gland-cells, and it is evidently formed of compressed 
gland substance. The tumor itself is composed of a tissue of the 
same general type as normal thyroid tissue. It differs in the 
greater irregularity and shape of the gland acini. Near the cap- 
sule the connective-tissue network often runs in parallel striz 
passing from the capsule into the depths. In the deeper parts of 
the tumor this cannot be made out. The colloid material in one 
or two places has undergone calcification. 

Microscopic Diagnosis.—Adenoma of the thyroid. 

Recurrence in same location after seven years. This second 
growth was an encapsulated tumor which had reached the size of 
a hen’s egg. Specimen not saved for pathologic study. 

A year after the removal of the second growth (April, 1903) 
there was again a recurrence which soon reached considerable 
size. On consulting a surgeon at this time the process was con- 
sidered malignant and operation not advised. From this time 
until January, 1906, about one and one-half years, when patient 
was last seen, there has been constant increase in the size of the 
primary growth, which now measures 7x6 cm. in size. It is 
located in the right lobe of the thyroid and extends apparently 
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deep into the neck. Near the upper pole of this tumor there 1s 
a second mass, which made its appearance about one year ago. 
This is entirely distinct from the older tumor, is superficial, and 
has no deep attachments. It is ovoid in shape, 5x4 cm. in size, 
and moves about freely underneath skin, which is nowhere ad- 
herent over either tumor. Patient. has thus far refused operation. 

We have then in this case a thyroid tumor which has 
returned twice after removal, the condition extending in all 
over a period of nine years, and in which there has developed 
now in the region of the recurrent tumor a secondary growth. 
The patient is still in fair general health but suffers froin the 
effects of pressure. The question of carcinoma arises. The 
long duration would almost exclude this possibility. The 
growth, while of large size, is as far as can be determined, 
encapsulated, and affects the health of the patient only by its 
mechanical presence. Histologically, the first growth removed 
can be characterized only as an adenoma, though it does present 
an unusual picture, similar to that in the other two cases 
described in this group. An interesting feature is that in all of 
these cases the patients are now over 40 years of age. In one the 
onset of the first growth was at 51 and in the other two, one 
at 29 and the other at 32 years of age, thus differing from the 
usual history of adenoma. 

IV.—CYSTS. 12 CASES. 
Age of Age at 


No. onset. operation. Duration. 
Rink cekandndeebaenek 10 16 6 yrs. 
DS icacveseceweesncens 21 26 Be 
like wcaales eh tame Rmatie 27 
6 drinuntdpiirie hanes 17 26 i 
SG chnabdaanseess wean 38 42 Io “ 
Dircd ccide pn caibaien ssa 33 4! oT 
Dice ese aw wnue +e 36 43 - ies 
Be cw eee eeu 15 24 — ™ 
Bi Wiiwisescens sete 25 33 gs 

EET ECO re 19 20 18 mos. 
ER distinc nadrnebesen 49 49 ” 

EE Oe Ory Oe 39 43 4 yrs. 


Average age of onset, 27 years and 6 months; average age at opera- 
tion 32 years and six months; average duration of disease, 6 years; 


females 7, males 3; sex not stated 2. 
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We recognize three main types of thyroid cysts, simple, 
hemorrhagic, and adenomatous cysts. 

Simple Cysts. Three cases. 

Case XII.—(Path. No. 06-197.) Male, aged 16 years. 
When six years of age his parents noticed a small lump about the 
size of a hickory-nut in the region of the left lobe of the thyroid. 
This increased very little in size until four years ago, since which 
time there has been slow but gradual enlargement. There is no 
exophthalmus or tremor, but the boy is of a nervous disposition. 

Operation, January 22, 1905, by Dr. Beilby. Anesthetic, 
cocaine. In the region of the left lobe of the thyroid is found a 
smooth, ovoid tumor about 5x9 cm. with its larger diameter 
extending from the thyroid cartilage towards the ear. No lobu- 
lations can be made out. The tumor is very tense and no definite 
fluctuation can be determined. It is attached to the larynx and 
moves up and down perceptibly on swallowing. The cyst was 
excised without rupture The thyroid tissue about the cyst 
appears normal. 

Pathology.—Macroscopic Examination : Specimen consists of 
a cyst of the thyroid gland measuring about 6x9 cm. in size. Its 
outer surface is smooth and only at one pole can thyroid tissue be 
seen. On opening the cyst the walls are found to be very thick 
and fibrous. The contents of the cyst is a brownish translucent 
fluid with numerous oil-globules floating about in it. The inner 
surface of the cyst-wall is very white and fibrous and is covered 
with many flakes of fibrin and some atheromatous patches. One 
small area of thyroid tissue Ix1.5 cm. projects from the inner wall 
of the cyst. 

Microscopic Examination.—Cyst-wall: outer layer of loose 
fibrous connective tissue with blood-vessels and a very cellular 
central zone. At first glance these cells look like lymphoid cells, 
but the presence here and there of small amounts of colloid 
material leads to the conclusion that they represent greatly com- 
pressed thyroid vesicles with atrophied epithelium. The next 


*In addition to these, occur the small multiple cysts found with 
great frequency in the simple hypertrophic gland. They never attain any 
great size and are undoubtedly caused by the coalescence of two or more 
distended vesicles with fusion of their colloid contents. Clinically, they 
never produce any symptoms and are only of pathologic interest. 
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layer is the inner wall of the cyst, which is composed of loose 
lamellz of tissue and masses of blood-corpuscles, suggesting an 
organized blood clot. 

Microscopic Diagnosis——Simple cyst of thyroid. 

At present, one year after operation, patient is perfectly well. 


This is the type of a thin-walled cyst. They occur in glands 
that are apparently normal. The cyst-wall is composed of com- 
pressed thyroid tissue. The inner wall is usually smooth 
and fibrous but may be lined with a mass of epithelial cells. 
The contents is usually fluid but varies both in color and 
consistence, the color depending on the amount of blood and 
the consistence on the admixture of colloid. 

Hemorrhagic Cysts. One case. 

The following case, illustrating this type, is perhaps almost 
unique. 


Case XIII.—( Path. No. 195.) Male, aged 41. Eight years 
ago patient fell backward down stairs. Noticed at once, follow- 
ing the fall, a swelling in the region of the right lobe of the thy- 
roid gland. This increased in size but little until a few days 
previous to operation, when a rapid enlargement occurred. This 
was accompanied by a constant dull pain for which the patient 
sought advice. 

Operation, March 16, 1904, by Dr. Elting. Nitrous oxide 
and ether. Excision of the right lobe of the thyroid. 50 c.c. of 
brownish fluid was evacuated from the cyst during its removal. 

Pathology.—Macroscopic Examination: Specimen consists 
of an encapsulated mass, evidently comprising the entire right 
lobe of the thyroid gland. It measures 1ox5x4 cm. On section 
a large cavity is found from which was evacuated 50 c.c. of red- 
dish brown fluid containing necrotic tissue. The necrotic 
material is both free in the cavity and adherent to the walls of the 
cyst. Here and there in the walls are found calcified areas, none 
larger than 5 mm. in diameter. The wall of the cyst averages 
about 5 or 6 mm. in thickness. 

Microscopic Examination.—Sections show the cyst-wall to be 
composed of thyroid tissue, in general fibrous, but in some areas 
quite normal. There are areas of hemorrhage and necrosis. In 
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these areas and surrounding them is an extensive infiltration with 
polynuclear leucocytes, though in general the tissue is infiltrated 
with Imyphoid—and plasma-cells. The picture everywhere pre- 
sented is that of chronic inflammation with tissue degeneration 
and focal areas of necrosis. The type of thyroid vesicle where 
it can be made out is that of the normal gland. 

Microscopic Diagnosis—Hezmorrhagic cyst with chronic 
thyroiditis, hemorrhage and necrosis. 





Hemorrhage has always been assigned as an important 
factor in the production of thyroid cysts. The presence of 
hemorrhage, recent or old, in cyst contents or its walls is an 
almost constant observation. It seems probable however that 
this is much more commonly a secondary process than the 
true etiologic factor. That a primary hemorrhage, produced 
either by violent trauma, or the rupture of a small blood-vessel 
from any cause within the substance of the thyroid gland, is 
capable of producing later a cyst there can be no doubt. 

Adenomatous Cysts. Ten cases. 

That the adenomata play such an important role in the pro- 
duction of cysts seems not to have been generally recognized. 
In this series, 70 per cent., or 10 of the 14 cases, present 
evidence of having arisen from this type of tumor. 


Case XIV.—(Path. No. 05-010.) Female, aged 26. Tumor 
of neck nine years, gradual increase in size, more rapid during the 
last year. Dyspnoea and tachycardia on exertion. Pulse con- 
stantly 104-106. Marked harshness of voice. Complains of 
headache and pain in right ear. Tumor is situated in median line 
and moves with deglutition. 

Operation, July 17, 1905, by Dr. Beilby. Cocaine. Trans- 
verse incision. Excision of cyst of isthmus. The remainder of 
the thyroid gland appeared normal. 

Pathology.—Macroscopic Examination: Specimen consists of 
a thick walled cyst of the thyroid which was removed at opera- 
tion without rupture. It is nearly globular in shape but slightly 
flattened in its anterio-posterior diameter. It measures 7.5x5.5 
cm. Its capsule is of a pink color, very delicate and easily torn. 
The blood-vessels are large and tortuous, It is rather soft and 
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fluctuant. On section it is found to contain a brownish bloody 
fluid. This cavity is approximately 4.5x3 cm. in size. The wall 
of this cyst measures from 5 to 15 mm. in thickness and seems 
for the most part to be composed of apparently normal thyroid 
tissue. There are some areas, however, which resemble glandular 
hyperplasia. Again other areas show hemorrhage and necrosis. 
Blood-vessels are large and numerous. 

Microscopic Examination.—Section through cyst-wall shows 
a thick capsule, which has apparently been formed by compression 
of thyroid tissue. Scattered throughout are many normal thyroid 
cells and in some areas are acini filled with colloid material and 
lined with cuboidal epithelium. From this capsule strands of con- 
nective tissue extend to the deeper portion of the cyst wall and 
form a definite connective-tissue framework, presenting somewhat 
the histologic structure of thyroid acini. These spaces, however, 
are packed with what are apparently desquamated epithelial cells. 
A few normal acini are noticed, which are filled with colloid 
material. Other sections show in addition free masses of red- 
blood corpuscles, and marked hyaline degeneration of the connec- 
tive tissue. 

Microscopic Diagnosis.—Cyst in a mixed adenoma. 

At present, eight months after operation, the patient is in 
excellent health. The huskiness of her voice has largely dis- 
appeared, her pulse rate has dropped ten to twelve beats per 
minute, and she is not so nervous as before operation. 

Case XV.—( Path. No. 64-23.) Female, aged 26. Has had 
a tumor in the right side of the neck in the region of the thyroid 
for five years. Tumor first appeared during first pregnancy. 
There has been a gradual slow increase in size up to three years 
ago, when after the birth of her second child the growth became 
more rapid. 

Pathology.—Macroscopic Examination : Specimen consists of 
a globular cystic mass 5x3.3x2.5 cm., the outer surface of which 
is smooth and encapsulated. On section the cyst contents are found 
to consist of a brownish fluid. The cyst wall is smooth. The 
cyst originates in the thyroid gland, and to its outer surface frag- 
ments of normal thyroid-tissue are adherent. 

Microscopic Examination.—The capsule is composed appar- 
ently of compressed thyroid alveoli. Within the capsule proper 
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the tissue has the structure of thyroid and very slightly approaches 
the characteristic foetal type of gland. No colloid is visible. 

Microscopic Diagnosis.—Cyst in a pure adenoma. 

Case XVI.—(Path. No. 97-4.) Female, aged 20; has had 
a tumor in the region of the isthmus of the thyroid for eighteen 
months. 

Operation, October 19, 1897, by Dr. A. Vander Veer. 

Pathology.—Macroscopic Examination : Specimen consists of 
an oval piece of tissue 4.5x3.5x2.5 cm. It is for the most part 
cystic, the cystic contents having been removed, leaving a cavity 
which occupies about two-thirds of the tumor, the upper third 
consisting of a solid mass of tissue. The outer surface of the 
tumor is moderately smooth, but here and there are the remains 
of adhesions. The cyst-cavity is the size of a walnut and its walls 
are thin, averaging about 1 mm. in thickness. The inner surface 
is very irregular, and is traversed here and there by raised bands. 
The color varies from pinkish to grayish white. Secondary cysts 
varying from those the size of a pin-head to those the size of a pea 
can be made out in the walls. They contain a mucilaginous 
yellowish brown fluid. In places on the inner surface of the cavity 
are areas of calcareous deposit. The solid portion of the tumor is 
only moderately firm in consistency and measures 2x1 cm. Its 
cut surface is of a yellowish gelatinous appearance. It contains a 
number of small cysts filled with fluid, which varies in color from 
a light to a dark brown. 

Microscopic Examination—The tumor on section presents 
varying appearances. In some places it has the ordinary appear- 
ance of thyroid gland structures, being made up of cavities of 
various sizes, containing colloid materal, between which are cellu- 
lar bands of tissue. This appearance is confined particularly to 
the portion of the tumor furthest removed from the cyst cavity. 
The walls of the cyst-cavity are made up, for the most part, of a 
firm solid tissue, composed of a basement substance containing 
numerous epithelial and spindle shaped cells. In this substance 
are to be seen the compressed remains of the thyroid alveoli and 
also a very large number of cells containing a yellowish brown pig- 
ment, evidently changed blood-pigment. At one point are present 
in the tumor a number of wedge-shaped spaces, the walls of which 
are formed by the tumor-tissue. In these are occasional spaces 
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representing a deposit of crystals, presumably cholesterin. The 
cells about these spaces are multinucleated, apparently foreign- 
body giant-cells. 


Microscopic Diagnosis.—Cyst in a colloid adenoma. 


It will be recalled that in discussing the adenomata we 
recognized two types of thyroid vesicles,—one large and con- 
taining colloid, and the other smaller in which no colloid was 
visible; also a third variety, combining the characteristics of 
these two. In the walls of these cysts we find a histologic 
structure which exactly corresponds to one or the other of 
these types. As we might perhaps expect, the colloid adenoma 
is the variety which most frequently undergoes cystic degenera- 
tion. Five, or one-half, of the cysts in this series were of this 
type. In only one could no colloid be seen in the tissue of the 
cyst-wall. Four were of the mixed variety. Aside from the 
histologic evidence of the production of cysts from solid adeno- 
mata, we have in certain of the cases a gross appearance indi- 
cating beyond doubt that the tumor was originally an adenoma 
and that degeneration has taken place with a resulting cyst 
formation. Of importance in this connection is the observa- 
tion of cholesterin crystals indicating fatty transformation of 
the epithelial elements. If the process is an early one the 
cysts may be only of small size and the structure of the adenoma 
still be retained. 

As the degeneration advances and the fluid contents of the 
cyst is increased in amount, there is compression of the alveoli 
and later many of the cells may atrophy and the stroma undergo 
various forms of degeneration, giving widely varying and very 
complex pictures. The inner layer of the cyst may then be said 
to be composed of the remains of the adenomatous tissue, 
while the wall proper represents the fibrous capsule of the 
original adenoma, and the outer layer, the stroma and com- 
pressed alveoli of the surrounding thyroid-tissue. With the 
enlargement of the cyst and its encroachment upon the sur- 
rounding normal thyroid-tissue we often get a lamellated 
appearance. ‘These lamella are as the result of the successive 
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compressions of the normal gland-tissue, with subsequent 
atrophy of the epithelial structures, leaving only the stroma 
and alveolar walls. ‘Thus fibrous bands of varying thickness 
appear. Between these layers are often seen normal thyroid 
vesicles, and vesicles in various stages of atrophy. 

The histogenesis of these cysts may be said to be as 
follows: In the beginning we have an encapsulated adenoma 
composed of cells which present no colloid secretion. As the 
growth continues colloid material is secreted and a coalescence 
of these colloid vesicles in the centre of the tumor to be seen. 
Hemorrhage occurs and we have a cystic cavity filled with 
bloody colloid material. The fibrous capsule of the original 
adenoma forms the wall of the newly-formed cyst. As the 
degenerative process continues and the contents of the cyst 
increases the tumor necessarily becomes larger and pressure is 
exerted on the surrounding normal tissue, causing atrophy of 
apparently normal vesicles. As in long continued degenerative 
processes occurring in other tissues, lime salts may eventually be 
deposited in the wall of the cyst giving extensive calcified areas. 


V.—ABERRANT OR METASTATIC THYROID TUMORS WHICH 
ARE HISTOLOGICALLY BENIGN BUT CLINICALLY 
MALIGNANT. ONE CASE. 


Cas—E XVII.—(Path. No. 88-68.) Male, aged 65 years. 
Family and past history not important. Six months ago first 
noticed a fulness of right side of face and difficulty in breathing 
through right nostril. Tumor has increased in size rapidly and 
has been accompanied by considerable pain. At present there is 
complete occlusion of the right nostril and bulging of right eye- 
ball with inflammation of conjunctiva, and obstruction of tear 
duct. At the operation by Dr. Vander Veer the antrum of High- 
more was opened but only a small portion of the growth was 
removed. Its extensive character made a complete removal 
impossible. The clinical diagnosis was sarcoma of antrum. 

Pathology.—Macroscopic Examination: Specimen consists of 
an irregular mass of tissue removed from the upper jaw. There 
are one or two pieces of bone, the remainder of the tissue being 
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of a grayish white color and having the appearance of granulation 
tissue. 

Microscopic Examination.—The sections indicate that the 
tissue is that of the thyroid. Two definite pictures are presented. 
First, large alveoli filled with colloid, lined usually by a single 
layer of cubical epithelium, and containing throughout the colloid 
substance many desquamated epithelial cells which take the stain 
rather poorly. Second, areas showing epithelial hyperplasia but 
less tendency to colloid secretion, giving the tissue a more solid 
cellular appearance. On careful examination of these cellular 
areas they are found to be composed of closely packed thyroid 
vesicles, some of fair size but filled with cells which approach a 
columnar type. Hzmorrhages into the alveoli are frequent. Con- 
nective tissue stroma is very scant. The tissue shows signs of 
inflammation in places, containing a number of polynuclear leu- 
cocytes. 

Microscopic Diagnosis—Aberrant or metastatic thyroid 
tumor. 

For the further history of the case I am indebted to Dr. 
Merritt, of Cherry Valley, who writes me that the growth 
increased very rapidly after the patient left the hospital and finally 
involved the right eye. The bony structures he thinks were 
extensively involved as some of the teeth and a portion of the 
superior maxilla were lost during the course of the disease. To 
the best of the doctor’s recollection and that of the patient’s 
friends, there was no hypertrophy or tumor of the thyroid gland, 
either previous or subsequent to operation. 


To establish a positve diagnosis of metastatic adenoma of 
the thyroid, we must necessarily have at least clinical evidence 
that a primary adenoma existed in the thyroid gland. This 
evidence is wanting. If such an adenoma existed it was so 
small as to escape notice. Whether or not such a primary 
tumor existed the case is of equal interest. 

There are now in the literature records of about 20 cases 
of tumors apparently metastases from the thyroid, which were 
histologically benign. As in a number of these instances there 
has been no apparent primary thyroid lesion, these cases have 
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been considered as metastases from normal thyroid tissue. 
Where a thyroid lesion has been observed it has been that of 
simple hypertrophy or adenoma, and the metastatic tumor 
has had a similar histologic structure. These metastases, which 
may be single or multiple, have occurred most frequently in 
bone and have often been removed under the supposition that 
they were primary growths. Aside from the fact that these 
tumors are probably of metastatic origin they present as a 
rule no other indication of malignancy. Frequently, however, 
they have been known to recur after removal and a number of 
cases have thus resulted fatally. Therefore the important 
question arises, are not these tumors malignant and should 
they not always be considered as such by the surgeon? 

In the case I report the tumor presented clinically every 
indication of malignancy. Its invasion of tissue was rapid and 
death was caused in eight months after its onset. As there 
never was observed any hypertrophy or tumor of the thyroid 
gland, we can only assume that if this was a metastatic tumor 
the metastasis was from normal thyroid tissue. As will be 
noted, however, in the microscopic study, the growth was his- 
tologically a thyroid adenoma and of the type we have described 
as mixed adenoma. 

In the case reported by Oderfeld and Steinhaus' the 
first tumor observed was in the frontal bone. This was 
removed and histologically found to have the structure of 
normal thyroid. The patient was again seen after an interval 
of six months, but no recurrence was evident. After about a 
year there was a recurrence and also other similar tumors made 
their appearance, one in the temporal region and one at the 
sterno-clavicular articulation. Clinically these tumors were 
considered to be malignant. At the request of the patient the 
one in the temporal region was removed. This presented a 
similar structure to the one removed from the forehead one 
year before. The patient died a few weeks later. Before 
death a thickening of the under half of the right lobe of the 


*Centralb. f. allg. Path. u. path. Anat., 1903, xiv, 84. 
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thyroid was noted. A complete autopsy was not permitted, 
but all visible tumors were removed together with the thyroid 
gland. Within the substance of the right lobe of the thyroid 
was found a small nodular thickening 2cm. in diameter, 
The remainder of the thyroid appeared normal. The tissues 
were all carefully sectioned and examined, the authors expect- 
ing to find carcinomatous degeneration, but the structure 
throughout the tumor of the thyroid and the other isolated 
tumors of the head and neck were uniformly the same and as 
they observe had the exact structure of normal thyroid tissue. 
They regard the small thyroid nodule as the primary tumor and 
the tumors of the head and neck as metastases. 

Etiology.—The fact that we have in these metastatic 
tumors structures similar or almost identical to the tissue 
found in the normal gland lends special interest in the etiology 
of these tumors. In its consideration several factors may be 
taken into account. 

First, Origin from misplaced embryonal tissue. The 
theory which has been advanced by Conheim in which he 
regards the etiology of malignant growths as due to misplaced 
embryonal cells might be applied to tumors of this class. 

Second, Origin from aberrant or accessory thyroid. Mur- 
phy in a recent article? calls special attention to a group of 
accessory thyroid glands which he frequently finds at the base 
of the tongue and which he classified as the superior group. 
He records 39 cases. In only three is there a note upon the 
histology of the tumor. Two presented the appearance of 
“normal thyroid,’ and one of “colloid goitre.”’ In six, or 
I5 per cent. of the cases there was recurrence after removal 
but no other signs of malignancy. 

Third, Propagation of bits of thyroid tissue through the 
circulatory system. It is a well-known fact that certain tissues, 
especially young embryonal cartilage, when transplanted into 
different tissues of the body or when injected into the circu- 
latory apparatus are apparently nourished and in certain 


* Jour. of the Amer. Med. Assoc., 1905, xlv, 1854. 
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instances continue to grow. An apparently analogous condi- 
tion is true in regard to the thyroid-gland tissue. Portions 
of this gland have been excised and immediately transplanted 
into another animal of a foreign species. The tissue not only 
has remained alive but has apparently continued to produce its 
normal secretion. Although no proof is at hand, it is possible 
that these metastatic tumors could result from small particles 
of thyroid tissues which had found their way into the circula- 
tory apparatus and had been transferred to distant portions of 
the body. In an organ as vascular as the thyroid such a 
condition is not inconceivable especially under conditions of 
trauma. 

As is well known metastases from tumors of the thyroid, 
like those of the prostate, occur most commonly in bony struc- 
tures. 


VI—EXOPHTHALMIC HYPERTROPHY. SIX 
CASES. ALL FEMALES. 


Age of Age at 


No. onset. operation. Duration. 
Tes 28 29 16 mos. 
a; 25 26 I yr. 

b URE OC Ce Te 21 m” 
Bi iaia do's eed eee wes 24 27 x ee 
Ee ar 43 FT 
Ob civics exccuewenanxes 44 40 , 


Average age of onset, 28; average age at operation, 32; average 
duration of disease, 3 years and Io months. 


Result.—In two cases death occurred, one (case No. 3) 
on the table at the end of operation as a result of the anesthetic ; 
the other (case No. 2) died seven days after operation, with the 
symptoms of extreme hyperthyroidization. The remaining 
four cases have been either entirely cured or greatly benefited 
by the operation. Case No. 1, four years after operation, is 
well and all the symptoms have been relieved except slight 
prominence of the eyes which remains. The portion of the 
gland that was left at operation is now distinctly palpable. 
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Case No. 4, one year and two months after operation: the 
symptoms are all relieved and the patient is able to pursue his 
work. Before operation exophthalmos, tachycardia and ner- 
vousness were marked. Case No. 5 is well ten months after 
operation. Case No. 6: operation was done but one month 
ago. The condition of the patient is improved. 


Cas—E XVIII.—(Path. No. 64-25.) Female, married, aged 
26. Complains of enlargement of neck, poor sight and some diffi- 
culty in breathing. Onset one year ago; first symptom enlarge- 
ment, followed by exophthalmus. Thyroid gland now presents 
symmetrical enlargement ; exophthalmus very pronounced, marked 
tremor of hands. Systolic murmur heard over base of heart; not 
transmitted. Heart not enlarged. Pulse 140. 

Operation, June 24, 1903, by Dr. A. Vander Veer. Ether 
anesthesia. Both right and left lobes were removed. For three 
or four days after operation the pulse ranged between 130 and 158, 
temperature between 100 and 102 F. Delirious at intervals. 
Death on the seventh day. 

Pathology.—The gross description merely contains the state- 
ment that the specimen consisted of two masses of glandular 
tissue, one measuring 8x4x2 cm. and the other 5x4x1.5 cm. 

Microscopic Examination.—(See Fig, 3.) Sections 1, 2 
and 3 all show the lobulated structure of the thyroid gland. There 
is an increase in the interlobular connective tissue. The vesicles 
composing the lobules are very irregular in size and shape. The 
colloid material in many of the vesicles has been entirely replaced 
by epithelial cells. Instead of a single layer of epithelium lining 
the individual vesicles, we see a number of layers, this prolifera- 
tion of cells often producing invaginations or papillary projec- 
tions into the cavity of the vesicle. In certain areas this prolifer- 
ation of cells has advanced to such an extent as to completely fill 
the vesicle and we have entire lobules presenting a solid cellular 
structure. The cells are of a high columnar type. There is lym- 
phocytic infiltration in areas. 

Microscopic Diagnosis —Advanced and diffuse exophthalmic 
hypertrophy. 

Case XIX.—(Path. No. 763.) Female, single, aged 21. 
Enlargement of thyroid for one year, more marked on right 











FG. 3.—Microscopic drawing of an exophthalmic hypertrophy (exophthalmic goitre), 
4oc. 3 0bj. Leitz 

In this drawing the hypertrophy is indicated by the proliferation of the epithelial cells 
lining the vesicles and the papillary projections into their lumen. In places some of the 


vesicles have been compressed by the hypertrophy of the surrounding epithelium. 
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Fic. 4.—Microscopic drawing of a section of thyroid which presents in other areas a 


definite picture of exophthalmic hypertrophy, 4 oc. 


(See microscopic description. ) 
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side. Exophthalmus, tremor and tachycardia pronounced. As 
patient steadily grew worse under medical treatment, operation 
was advised. 

Operation, September 28, 1904, by Dr. Elting. Ether anzs- 
thesia. Excision of right lobe and isthmus. Left lobe not 
removed. The patient died on the table at the end of operation. 

Pathology.—Macroscopic Examination: Specimen consists 
of two pieces of tissue, measuring respectively 6x4.5x3 cm. and 
3x2.5x2 cm. in size. Both are of similar structure. The larger 
is somewhat lobulated and is encapsulated except on one surface, 
near the upper pole, where there is a raw granular surface corre- 
sponding in diameter to the smaller piece. Both masses are more 
or less nodular and on section have a pinkish white granular 
appearance. There are several cysts 0.5 to I cm. in diameter 
containing straw-colored grumous fluid. The surface presents 
rather round or oval areas, each being somewhat distinct from 
the other. 

Microscopic Examination.—The sections present an unusual 
picture for exophthalmic hypertrophy. They have in general a 
definite lobulated glandular appearance. In many lobules the 
proliferation of epithelial cells has progressed to such an extent 
as to entirely obliterate the characteristic thyroid gland structure, 
giving solid epithelial masses. The walls of the individual 
vesicles have disappeared, evidently as a result of pressure. In 
one such area (see Fig. 4) there is in addition an unusual change 
in the cell morphology. As seen in the microscopic drawing, the 
cells are very large and irregular in shape and in this regard sug- 
gest very strongly malignant transformation. In one section, 
evidently representing the wall of the small cyst mentioned above, 
the hypertrophy is not so far advanced and hyperplasia of the cells 
with papillary projection or invagination of the epithelial layers 
into the cavity of the vesicle is seen, representing more the picture 
we recognize as that of exophthalmic hypertrophy. The colloid 
material except in a few places has disappeared. In the study 
of these sections one is impressed with the possibility of the asso- 
cation of exophthalmic hypertrophy and carcinoma. 

Cas—E XX.—(Path. No. 05-1376.) Female, single, aged 46. 
For six years headache, extreme nervousness and dizziness at 

48 
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irregular intervals. Two years ago onset of exophthalmus, tachy- 
cardia and tremor. Four months later observed enlargement of 
thyroid gland. This enlargement is symmetrical and well marked. 

Note on physical examination.—Patient is a rather slightly 
built woman, rather poorly nourished and anemic. Areas of 
discoloration of skin on left cheek and backs of both hands. 
Exophthalmus definite but not of an extreme degree. Sight has 
failed rapidly. Pulse regular, of even tension, 96 per minute. On 
admission to hospital it is recorded as 90. Thyroid gland shows 
a nearly symmetrical enlargement, left lobe a little larger than the 
right, measuring about 8.5x5 cm. and is moderately firm. 

Operation, December 29, 1905, by Dr. Elting. Ether; 
excision of left lobe and isthmus. 

Pathology.—Macroscopic Examination : Specimen consists of 
what is apparently the left lobe and a portion of the isthmus of 
the thyroid gland, which have been removed in one piece. The 
outer surface has a pinkish-yellow mottled appearance. It is 
covered by a rather delicate fibrous capsule, which has been torn 
in places and adheres by firm hair-like adhesions. The surface 
has a distinct lobulated appearance, the lobules varying in size 
from 0.5 to 2 cm. Several minute cysts I to 2 mm. in diameter 
are seen upon the surface. The tissue has a rather firm feel, and 
is very nodular. Section has been made through one area where 
near the surface a cyst has been opened. This cyst is 1.5 cm. in 
diameter and contains some thick, viscid, translucent material. 
On section the cut surface presents a reddish-yellow mottled 
appearance. Lobulations are definitely seen. These vary in size 
from I mm. to I cm. and are of widely different shape. The con- 
nective-tissue surrounding the lobules can be seen as distinct white 
hands. It seems more abundant near the centre and in the poste- 
rior part. Within the lobules can be seen minute translucent areas, 
which presumably are thyroid vesicles filled with colloid. The 
entire lobe as far as determined by section has this appearance. In 
the isthmus are areas of a more distinct red appearance. The 
lobules are firm and definite translucent areas cannot be seen. The 
appearance here approaches more nearly that of normal thyroid 
tissue. 


Microscopic Fxramination—A series of sections show two 
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definite processes. There is seen to be in the majority of the sec- 
tions a marked increase in the size of the alveoli and in the 
amount of colloid present. In certain lobules this is much more 
pronounced, and suggests a simple hypertrophy, differing perhaps 
only in the tendency of the cells to assume a higher type in many 
of these large colloid alveoli. In other areas there is cellular 
proliferation with diminution or disappearance of the colloid 
material. The increase in the number of epithelial cells is very 
great while their approach to the columnar type is not so marked. 
An alveolar arrangement is frequently difficult to make out. Sec- 
tion through the wall of the small cyst, noted above, shows it to 
be in the centre of a minute encapsulated adenoma. The con- 
nective tissue of the gland is moderately increased in amount and 
there is considerable lymphocytic infiltration in areas. 


It seems, then, that we may recognize two forms of exoph- 
thalmic hypertrophy; in the one form the disease begins in an 
apparently normal gland and the process is symmetrical, so that 
histologically we find everywhere the type of lesion so well 
illustrated in Fig. 3. Clinically in this form we recognize as 
a rule a very symmetrical enlargement of the gland, though 
one which never attains great size. The disease is of com- 
paratively short duration, patients dying as a rule in from one 
to three years if untreated. The well known symptom-com- 
plex of the disease,—enlargement of the gland with exoph- 
thalmus, tachycardia and tremor,—is invariably present. In 
the other form the exophthalmic process is secondary or asso- 
ciated with some other type of thyroid affection. In three, or 
one-half, the cases in this series an associated simple colloid 
hypertrophy was found. The cases in this series illustrating 
this type are Nos. 4, 5 and 6. 


This form is characterized clinically by a longer duration, 
by a greater increase in the size of the gland, and by lesser 
severity of the symptoms. These cases, however, all had 
exophthalmus, tachycardia and nervousness of greater or lesser 
severity. In Case V, while the enlargement of the gland was 
of 15 years duration, the symptoms of exophthalmic goitre had 
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developed more recently. In the other two cases these symp- 
toms were present from the onset. 

The histologic picture also differs. Instead of a uniform 
process, as in the former group, we see the exophthalmic hyper- 
trophy only in foci or in various lobules scattered throughout 
the gland. In the cases where this hypertrophy is observed 
it is of a lesser degree. Other investigators have also recently 
called attention to the fact that exophthalmic hypertrophy is 
frequently associated with various pathologic conditions of the 
thyroid, as cysts, adenomata and carcinomata, and that these 
may be the unproduced atypical exophthalmic goitre symptoms. 
Usually there is present the nervousness, tachycardia and 
tremor of varying degree while the symptoms of exophtalmus 
may be wanting. 

In typical cases of exophthalmic goitre, which present the 
well-known symptom-complex, all writers agree that the his- 
tologic changes found in the gland are definite and constant. 
They have been characterized as a true hypertrophy. They 
very closely resemble the compensatory hypertrophy which is 
seen in the remaining portion of the thyroid gland after its 
partial excision, and which in this manner has been so fre- 
quently produced experimentally in dogs. Briefly the changes 
are (1) a change of the epithelium from a low or cuboidal 
type to a high cylindrical form, (2) a gradual disappearance 
of the colloid material which seems to be one of the earliest 
evidences of beginning hypertrophy, (3) alteration in the 
size and form of the alveoli due to the hyperplasia and infold- 
ing of the epithelium, (4) increase in the vascular supply and in 
the connective tissue stroma. 

As we have noted however in cases in which the symptoms 
are atypical no such definite changes are observed. We may 
see only in foci evidences of this process. It may amount 
simply to a change in the size and form of the cell, and perhaps 
instead of a single layer of epithelium lining the alveolus there 
may be two or more. There may be said to be, however, in 
all cases evidence of proliferation of cells with increased 
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activity. Whether or not we shall be eventually forced to the 
conclusion that all the various affections of the thyroid gland 
characterized by cellular proliferation give rise to the symp- 
toms, more or less complete, of Graves’ disease is a matter 
which requires further study. 

As to the pathogenesis of this affection nothing can be said 
to have been as yet definitely established. The main dispute 
is still whether the disease is of nervous origin or has its basis 
in an abnormal condition of the gland itself. The majority 
accept the latter view, and hold that the disease is a manifesta- 
tion of an excessive or perverted secretion of the thyroid epithe- 
lium. This seems the most rational supposition and it is borne 
out by certain facts,—viz., the similarity in the histology of the 
compensatory hypertrophy and the exophthalmic variety; the 
relationship between the advancement of the hypertrophy and 
the duration and severity of the clinical symptoms; and the 
beneficial effects that are produced by removal of a portion of 
the hypertrophied gland. What relation if any the parathy- 
roids have to exophthalmic goitre has not been determined. In 
none of these cases were these bodies examined. The changes 
that have been described are not at all constant. 

In regard to the age of onset, the cases of this series 
correspond closely with those of other observers. By far the 
greatest number appear between the ages of 20 and 30, five 
out of six cases are recorded above. In one case, however, 
the age of onset was stated as 44. An onset before puberty 
or after 40 is rare. The disease is much more common in 
females than males, the proportion as variously stated ranging 
from 3 to I to 17 to I. 


VIIL—CHRONIC THYROIDITIS. ONE CASE. 
CasE XXI.—(Autopsy No. 0-283.) Autopsy April 18, 
1900, by Dr. Blumer. Female, aged 40. No clinical history. 
Anatomical Diagnosis.—Sclerodema with pigmentation of the 
skin affecting the face, posterior part of the trunk and extremities. 
Acute sero-fibrinous pericarditis, with acute myocarditis and 
diffuse interstitial myocarditis. Double hydrothorax with acute 








842 GEORGE EVERETT BEILB\. 


fibrinous pleurisy on the left side. Acute bronchitis with emphy- 
sema of the lungs and atelectasis of the lower lobes. Chronic 
passive congestion of the liver. Acute infectious nephritis. 
Chronic interstitial thyroiditis. Chronic interstitial mastitis. 
Tuberculosis of a bronchial lymph-gland. Small ulcers over the 
internal condyles of the humeri. 

Pathology.—Macroscopic Examination: The thyroid gland 
is small, firmer and somewhat grayer in color than normal. It 
contains apparently an increased amount of connective tissue. 

Microscopic Examination.—Marked changes in the gland are 
seen. ‘These take the form of a great increase in the interstitial 
tissue of the organ, producing compression and atrophy of the 
glandular substance. The new-formed connective tissue is mostly 
in the form of a dense, fully-formed fibrous tissue, but there are 
areas in which the thyroid tissue is infiltrated with small, round, 
lymphoid cells, apparently representing a recent infiltration. 
There is an increase in the elastic tissue. The gland substance 
shows varying degrees of compression. In some places it has 
almost entirely disappeared over quite wide areas; in other places 
it is apparently but little affected. There is an abundance of col- 
loid material in the slightly affected areas. Microscopic Diag- 
nosis.—Chronic interstitial thyroiditis. 


This case is not introduced into this series to raise the 
question of the relation of the thyroid to the condition of 
scleroderma, but as a typical illustration of the pathologic 
changes produced in the gland by a chronic inflammatory pro- 
cess. Acute inflammation of the thyroid gland frequently 
occurs following acute general infections, as typhoid and the 
exanthemata. The chronic form is very often associated with 
other thyroid affections, the hypertrophies, cysts and tumors, 
and they present in varying degrees the condition here 
described. 


VIII—TUBERCULOSIS. TWO CASES—ONE 
MALE, ONE FEMALE. 
Age of Age at 
No. onset. operation. Duration. 
Reeser inases sks ces 40 42 2 yrs 
Sic cle NeN KON Keak an 35 43 a 
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In the first case the previous health of the patient was 
said to have been good, but death from pulmonary tuberculosis 
occurred six years after the operation. In the second case the 
history at about the time of the onset of the thyroid involvement 
suggested pulmonary tuberculosis. The patient now (two 
years after operation) is in good health and presents no 
evidences of active tuberculous disease in any organ. 


Cas—E XXII.—(Path. No. 64-2.) This case 1 am able to 
report as tuberculosis of the thyroid only upon clinical evidence, 
as although the microscopic sections show tuberculous granula- 
tion tissue no thyroid structure can be made out. The patient was 
amale,aged 42. The disease began two years before with a small 
“lump” in the region of the thyroid gland which gradually 
increased to the size of a walnut, suppurated and discharged spon- 
taneously, leaving two small sinuses which have persisted for a 
year. At the operation by Dr. Macdonald the sinus tracts were 
found to lead down to the thyroid gland and they were excised 
together with the gland in one mass. Clinically, as recently related 
to me by the operator the process had its origin in the thyroid 
gland. 

Pathology.—Macroscopic Examination: The specimen con- 
sists of a piece of tissue about one-half the size of a hen’s egg. 
It contains some tissue which is presumably thyroid gland, and 
leading into it from the surface of the specimen are two sinus 
tracts, the walls of which are extremely ragged and lined with 
yellowish purulent material. Bacteriologic examination fails to 
show tubercle bacilli. 

Microscopic Examination.—No thyroid tissue is to be seen. 
The section consists of connective tissue and of large areas of 
caseation. Surrounding these areas of caseation is typical tuber- 
culous granulation-tissue, made up of epithelioid and lymphoid 
cells, and containing an occasional giant cell. 

Case XXIII.—(Path. No. 64-21. History taken and physi- 
cal examination made December, 1905, two years after operation. ) 
Female, aged 45. When 14 years of age parents thought she had 
consumption but, if so, she recovered completely. She married 
at 21 and now has 7 children, all in good health. At birth of last 
child, 11 years ago, she had puerperal fever and was seven months 
in bed. After this had a severe cough, night sweats and con- 
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siderable expectoration. During this illness her physician first 
noticed a small tumor in the median line of the neck in the region 
of the thyroid gland which gradually increased till 2 years ago, 
when it reached the size of a hen’s egg. It was tender on pres- 
sure and sometimes painful and caused some dyspnoea during 
the last year before operation. It never showed redness or signs 
of inflammation. The patient entered hospital at this time for 
an operation for uterine myomata and she was persuaded by the 
surgeon to allow removal of this enlarged portion of thyroid. 

Operation, November 5, 1903, by Dr. A. Vander Veer. 

Pathology.—Macroscopic Examination : Specimen consists of 
an irregular mass of reddish brown tissue 6x4x2.5 cm., in which 
lies a sausage-like mass. ‘This latter on section is found to be of 
a uniform consistency and of moderate firmness. Color is slate 
brown and deviating strie give to the cut surface a lobulated 
appearance. 

Microscopic Examination.—(See Fig. 5.) The thyroid tissue 
shows marked proliferation of alveoli, the majority of whch are 
massed together, making the outlines of individual alveoli indis- 
tinct, while others contain a moderate amount of colloid material. 
In many of the lobules are circumscribed masses of epithelioid 
cells with occasional giant cells and a peripheral ring of lympho- 
cytic infiltration. Buta few of the tubercles show early caseation. 

Microscopic Diagnosis—Tuberculosis of the thyroid gland. 

The patient was seen in December, 1905, 2 years after opera- 
tion and this note on her present condition was made: “ Patient 
is fairly well nourished, but slightly anemic. There is a linear 
scar in the median line of neck 7.5 cm. in length, extending from 
a little beneath the chin to the episternal notch. Aside from a 
little thickening and redness at its lower end the scar appears 
healthy. There is no apparent enlargement of any portion of the 
thyroid gland. Patient has no cough and states that she is in 
good health and able to pursue her work. Examination of the 
lungs reveals no evidence of disease, though the breath sounds at 
both apices and considerably subdued. There is no glandular 
enlargement anywhere.” 


While it is true that tuberculosis of the thyroid gland 
is a rare disease, from recent studies it has been demonstrated 
that it is not so rare as was formerly supposed. Thus P. 




















v 


SF a ae 
sa = tS 


» 4 
i: fF, L “ 
, ae ~ ~ {7% ti 3° ; 

pr aes or FE . a 
SS eel ete ——w =f fi ier ek * 





F1G. 5.—Microscopic drawing of tuberculosis of the thyroid gland, 4 oc. 3 obj. Leitz. 

(a) Tubercles, in the lower one of which is seen a giant cell. In the centre of the 
drawing, between the tubercles, is an area of lymphocytic infiltration. (b) Normal thyroid 
tissue. 
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Bruns® in his report of 100 post-mortem examinations made 
by Chiari of persons who had suffered from tuberculosis, states 
that the thyroid gland was involved in seven. Of these cases 
96 had suffered from chronic pulmonary tuberculosis, and in 
only four of these was the thyroid gland involved; the other 
four were cases of acute miliary tuberculosis, and in three 
of these the gland showed involvement. Weigert in fifty 
cases of chronic pulmonary tuberculosis found tuberculosis of 
the thyroid in six. Two forms of involvement are recognized; 
a miliary form secondary to a general miliary tuberculosis, and 
a nodular form affecting the gland diffusely. The former is 
the more common. It does not produce any enlargement of 
the organ as arule. Of the nodular form Bruns was able to 
collect six cases besides his own; in three of these from a 
clinical point of view the thyroid lesions were primary. This 
form is attended by enlargement of the organ sometimes suffi- 
cient to produce pressure symptoms. As illustrated in Fig. 
V, these tubercules have the ordinary characteristics of 
tubercles in other organs. They probably always arise in the 
interstitial connective tissue separating the vesicles. 

In the first case here recorded the data is so incomplete 
that no definite conclusions can be drawn. The clinical history 
states that the patient’s previous health had been excellent, 
but there is no record of a_ physical examination to exclude 
a possible pulmonary involvement. Then the fact that he is 
said to have died 4 years later of pulmonary tuberculosis leaves 
us in doubt as to whether the disease was primary in the 
thyroid with secondary involvement of the lungs or vice versa. 

W. B. Stanton* has recently made the important observa- 
tion that in a comparatively large number of cases of pulmonary 
tuberculosis there were symptoms more or less complete of 
exophthalmic goitre and in these cases he has been led to 
examine the thyroid glands. The report is only a preliminary 
one and no cases in which he has observed these symptoms have 





* Beitrage ziir klin. Chir., 1897, xi. 
*American Medicine, 1905, x, 605. 
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died. He could not therefore give the results of histologic 
examination. Clinically there was slight thyroid enlargement. 
He records 26 cases of pulmonary tuberculosis aside from the 
above in which the thyroids were examined post-mortem, but 
in which the patients were not examined clinically for those 
signs. In these, tubercles were found in four. As serial sec- 
tions were not made he thinks it probable that the proportion 
found to contain tubercles is much too small. Further inves- 
tigation of this point might yield information of great value. 


IX.—CARCINOMA. ONE CASE. 
CasE XXIV.—(Path. No. 98-43.) Female, aged 36, with his- 


tory of illness for last three years. Prominent symptoms are 
enlargement of thyroid gland, with pain and anemia. The patient 
was operated upon two years ago for thyroid enlargement, but no 
pathologic study of this specimen was made. 

Second operation by Dr. A. Vander Veer, February 18, 1899. 

Pathology.—Macroscopic Examination: Specimen consists of 
six masses of tissue, all roughly lobulated and varying in size from 
6 to 3 cm. in greatest diameter. They all present similar appear- 
ances and are not distinctly encapsulated, though portions of 
capsule are here and there evident. Where a capsule is present it 
is generally smooth and of a yellowish-red color. The portions 
of the growth which are uncovered by capsule are finely lobulated, 
of a light yellowish-brown color, and have a translucent appear- 
ance. This appearance suggests, in some places, the appearance 
of thyroid-gland tissue; in other places it has a myxomatous char- 
acter. On section the nodules differ in appearance; the smaller 
and presumably the younger ones have an almost homogeneous 
yellowish-gray cut surface, which is covered by sticky mucilag- 
inous fluid which has the glistening appearance of mucoid tissue. 
In one or two of the smaller masses are areas of hemorrhage. In 
one rather large area of light reddish-brown tissue which does 
not look like hemorrhage, there is an area homogeneous in char- 
acter and slightly granular. In two of the largest nodules near 
the centre are areas of necrosis and calcification. 

Microscopic Examination.—Sections from two different por- 
tions show an adenomatous tissue divided into irregular lobules by 
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rather dense fibrous connective-tissue septa, which extend inward 
from a capsule which is present at one side. Except in a few 
small lobules near the periphery, where characteristic colloid-con- 
taining vesicles are seen, the tissue could not be recognized as 
thyroid-gland tissue. It is composed of papillomatous-like pro- 
jections and long epithelial tubules with cavities of thyroid-gland 
spaces. This arrangement becomes complex and branching as the 
process develops, until they finally fill up the cavities, producing a 
gland-like appearance. The epithelium rests upon no visible base- 
ment-membrane; the stroma is very scanty. In the connective- 
tissue septa are many solid epithelial clumps which probably repre- 
sent new foci of growth. 

A section from the homogeneous mass differs only in that no 
connective-tissue septa are seen, and the spaces are more closely 
packed with epithelial cells. This section also shows acute inflam- 
mation. The epithelial cell is of a high cylindrical type, varying 
greatly in size and shape. 

Microscopic Diagnosis.—Adeno-carcinoma of thyroid gland. 


From one observation of carcinoma of the thyroid no 
important deductions can be made except to call attention 
to its relative infrequency. One case in 61 thyroid affections, 
as indicated by this series is, however, undoubtedly too low 
a proportion and not borne out by the statistics from other 
sources. Bloodgood’ in exactly twice the number of cases 
records seven of carcinoma. The most elaborate study of 
this condition that has appeared is by Ehrhardt, who has 
collected 150 cases of carcinoma. Sixty-five of these occurred 
in men and eighty-five in women; III appeared between the 
ages of thirty and sixty. In over 50 per cent. of these cases it 
was definitely stated that a simple goitre preceded the develop- 
ment of the carcinoma, and in only a comparatively small 
number that it arose in a normal thyroid. This is the reverse 
of the condition seen in this country, probably due to the fact 
that we have no “ goitreous districts,” Ehrhardt recognizes 
three main varieties,—the medullary, which is the most fre- 


eé 


* Surgery, Gynecology and Obstetrics, 1905, i, 113. 
* Beitrage ziir klin. Chir., 1902, xxxv, 343. 
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quent, the adeno-carcinoma, and the scirrhus. The latter is. 
in his experience, rare. Metastases occur early as arule. In 
nine-four bodies examined metastases were found in all but 
fourteen. In forty-six cases twenty-three had metastasized by 
the blood-stream alone, nine by the lymphatics alone, and 
fourteen by both these channels. As to the location of metas- 
tases, the lungs and bones are the most frequent seats. The 
bones of the skull and inferior maxilla are most commonly 
involved, though the sternum and long-pipe bones do not escape. 

The average duration is about 2 years, the scirrhus form 
being the most chronic. 

Clinical Diagnosis of Thyroid Affections—When we bear 
in mind that the symmetrical enlargement of the thyroid gland 
indicates a hypertrophy, and the asymmetrical a tumor or a 
cyst, we have gone a great way towards making a diagnosis. 
To characterize all of the enlargements of the thyroid as 
“goitre’’ is obviously improper, as it conveys no intelligent 
clinical or pathologic meaning. If this term is used, it should 
apply to the hypertrophies, and we can then properly speak of 
the simple goitre and the exophthalmic goitre. To differentiate 
these latter conditions clinically is not difficult, for in exoph- 
thalmic goitre the subjective symptoms are definite and con- 
stant. In the simple form the rule is a much greater increase 
in the size of the gland but no symptoms except those pro- 
duced locally by pressure. The age of onset and the dura- 
tion of the disease are also important aids in diagnosis, as has 
been shown in the preceding tables. In the simple hypertrophy 
the age of onset in a large proportion of cases is before twenty. 
In an accurately recorded history I believe it would be excep- 
tional to establish an onset after twenty-five. In the exoph- 
thalmic variety an onset before twenty is extremely rare; the 
majority of cases appear between the ages of twenty and 
thirty. The duration of the disease in the simple form is 
much longer, often twenty or thirty years, while that of the 
exophthalmic hypertrophy is usually less than two years. 
Where these two conditions are associated, or where the 
exophthalmic hypertrophy appears secondary to other thyroid 
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affections, greater variation in these respects is seen. We 
must bear in mind that in either form of hypertrophy the pro- 
cess in one lobe may have advanced further than in the other, 
producing an asymmetrical enlargement, but on the other hand 
no part of the gland appears normal. In other words the pro- 
cess is a diffuse but not always an uniform one. Again, 
we have seen in certain cases a fairly symmetrical enlargement 
produced by an adenoma or cyst in either lateral lobe. These 
multiple tumors are comparatively rare, however, and on 
close examination present distinctive features. Of the tumors, 
the cysts and the adenomata are the most frequent, and they 
are often very difficult to differentiate. They both present 
the features of encapsulated tumors. The cysts are more apt 
to be smooth and ovoid in shape, while definite lobulations 
can often be made out in the adenomata. Variation in the size 
of the tumor seems to be frequent in the case of cysts. In 
regard to the recurrent adenomata, two of our observations 
at least would point to their being of a mild type of malignancy. 
Considering the long duration, however, and the fact that no 
metastases occurred, they do not present the features of 
carcinoma of the thyroid. In one case a secondary growth 
appeared in the region of the primary one. 

From the fact that metastases of the thyroid tissue occurs 
in cases in which no primary tumors of the gland hasbeen noted, 
bone tumors looked upon as primary should be approached with 
this possibility in mind. 

Early diagnosis of the carcinomata presents the greatest 
difficulties and obviously is of the greatest importance. Age 
here is to be considered as indicated by the statistics of Ehrhardt. 
The disease is usually of short duration, a few months to one 
or two years. As met with in this country, carcinoma of the 
thyroid does not produce a large tumor, but it rapidly infil- 
trates the gland and surrounding tissue and dyspnoea and 
dysphagia are early symptoms and out of proportion to the 
size of the growth. Change in the voice is also an early obser- 
vation (Bloodgood). In districts where simple hypertrophy is 
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endemic a very large proportion of the cases of carcinoma, as 
recorded by Ehrhardt, are secondary to this condition. Here 
the important feature is a sudden increase in size in the 
hypertrophied organ, with the return of symptoms after a 
quiescence of perhaps many years. Primary sarcoma of the 
thyroid is a rare affection and as no cases were observed in 
our series the condition will not be discussed.* 

Treatment.—As the symptoms in the uncomplicated cases 
of simple hypertrophy and benign tumors are of a mechanical 
nature, the severity of these symptoms has been our guide in 
treatment. Rarely is operation undertaken for the relief of the 
deformity alone. I believe, however, that since so large a 
number of these cases undergo secondary changes in later life, 
making operation imperative, that they should be considered 
upon the same basis as similar lesions in other organs. In 
the case of the tumors and cysts an early operation is advocated. 
With the simple hypertrophy, if the patient has passed young 
adult life, the period when we might expect a subsidence of 
the process, and the gland continues to enlarge, a portion of 
it should be removed. If after a quiescent period new growth 
is observed, operation may be necessary for the relief of urgent 
pressure symptoms, and here, too, carcinoma must be con- 
sidered. Scarcely fifty years have passed since Dieffenbach cou- 
sidered thyroidectomy a rash undertaking. To Kocher more 
than anyone else is due the credit of the advances in this field 
of surgery. At the German Surgical Congress, in 1900’, he 
reported the results of his second thousand cases of thyroidec- 
tomy, of which 929 were upon cases of simple hypertrophy and 
benign tumor. He had only four deaths, giving a mortality of 
0.4 of I per cent. The greatest single factor contributing to 
this low mortality-rate was undoubtedly the substitution of 
local for general anzesthesia. 

The general prinicples + Ww hich guide us in the treatment of 





* For report of cases and statistics see “perm (Amer. Jour. Med 
Sciences, 1901, cxxii, 156). 
7 Archiv. fiir klin. Chir., 1900, Ixiv, 454. 
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carcinoma of other organs should apply here, remembering 
that metastases occur early. Operation to effect a cure must be 
undertaken before there is extensive invasion of the surround- 
ing tissues. 

In the treatment of exophthalmic goitre the various drugs 
and methods employed are almost innumerable. The weight 
of opinion now seems to favor partial thyroidectomy, and I 
believe justly so, for with the accumulating statistics the percen- 
tage of cures is increasing and the number of primary deaths 
decreasing. No other form of treatment has offered so much 
hope. ‘The observations in this series have been made entirely 
on the operative treatment, but to give an opportunity for com- 
parison I may be allowed to quote from a review of the litera- 
ture made recently by the writer,’ in which the results of some 
of the other more recent methods of treatment are recorded. 
“In late years attempts have been made in many German 
clinics to develop a specific treatment of exophthalmic goitre.” 
Lanz,’ as early as 1894, began the use of the milk of thy- 
roidectomized goats in patients with Graves’s disease. He has 
recently recorded favorable results in five cases. Burghart and 
Blumenthal’? in Leyden’s clinic have injected the blood-serum 
of amyxo-cedematous patients into those suffering from exoph- 
thalmic goitre. Leyden reviews their results and thinks they 
are encouraging. Later, in this clinic, was introduced the use 
of a precipitate from the milk of thyroidectomized goats, 
called ‘‘ rodagin.”’ A few cases are recorded of slight improve- 
ment after continued use of this substance. Kollaritis reports 
no improvement in three cases in which he employed this 
method. 

Moebius and Schultes'* have used the serum of thyroidec- 
tomized sheep. This serum is called antithyroidin. Moebius 
reports three cases somewhat improved by this treatment and 


* Albany Med. Annals, 1906, xxvii, IIT. 

* Miinch. Med. Wochenschr., 1903, 1, 146. 

* Deutsche med. Wochenschr., 1899, xxv, 627. 
™ Miinch. med. Wochenschr., 1901, xviii, 1873. 
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later two other cases which were benefited. Schultes and 
Rosenfield have likewise each reported a case. In a recent 
communication Moebius?* speaks rather guardedly of the 
employment of this serum. Kuh,’ after treating eleven cases 
with the serum, is unwilling to make any statement as to its 
curative effect. He thinks it relieved nervousness and dimin- 
ished tachycardia. 

In regard to the operative treatment, in four of our six 
cases the partial excision of the thyroid gland has been attended 
with excellent results. In two of these all the symptoms have 
been relieved; in one the operation was of too recent date to 
determine the ultimate result, but the symptoms one month after 
operations improved in all respects; in the other all the symp- 
toms except exophthalmus had disappeared, and the patient is 
able to pursue her work. The time now intervening since opera- 
tion varies from one month to four years, as shown in the table. 
Of the two deaths one could be ascribed to the anzsthetic, and 
the other, in which death took place on the eighth day with 
the symptoms of extreme hyperthyroidization, as a late case 
probably beyond possible recovery. It should be borne in mind 
that the operative treatment, to be of the most value, should be 
undertaken early, before damage has been done to the nervous 
system. In this condition even more than in other forms 
of thyroid affections, the importance of local anzsthesia 
cannot be too highly estimated. As further proof of the 
superiority of the operative treatment, the statistics of a 
number of observers are quoted. The best results of partial 
thyroidectomy yet published are those of Kocher—s59 cases: 
75 per cent. cured; 17 per cent. improved; 6.7 per cent. 
dead. 

At the last German Surgical Congress, April, 1905, Fried- 
heim from the clinic of Ktmmel reported the results of twenty 
cases of partial thyroidectomy after five or more years had 





™ Miinch. med. Wochenschr., 1903, 1, 146. 
* Medicine, 1905, xi, 672. 














AFFECTIONS OF THE THYROID GLAND. 853 


elapsed. Fourteen were cured, two much improved, three 
slightly improved, and one had died. In seven of the cured 
cases the operation had been performed nine or more years 
previous; in one, fifteen and a-half years. He further presents 
the statistics of the other large German clinics for the last 
years as follows: 


Cases. Cured. Improved. Dead. 


WO IMOE iiveinncg das sesecnuseasien 18 10 7 I 
MERCNIMNTEE AGidduccuevauneneseesasanewes 24 16 6 2 
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BRANCHIAL FISTULA! 


BY MARTIN JOSEPH CHEVERS, 


OF MANCHESTER, ENGLAND, 


THE arrested development theory as to the formation of 
branchial fistula is based on the facts that during the prelimi- 
nary stages of development of the embryonic face, ear channels, 
and alimentary tract, a series of arches and clefts are formed, 
the clefts being first formed, the arches being merely the thick- 
ening of the sides of the clefts. There are two sets,—those 
placed in front of the mouth to be, and those placed behind the 
structure. We are now only concerned with the postoral 
or visceral arches and clefts, five of the former and four of 
the latter; and of these in speaking of branchial fistula, we 
need only consider the true branchial arches and clefts. The 
true branchial arches are the third, fourth and fifth, and the 
true clefts are the second, third and fourth. A portion of each 
cleft is used up in the process of development; failure of the 
complete closure of the remaining portion of either of these 
clefts, most commonly the third? possibly the fourth,” results 
in a fistulous tract called a branchial fistula. Frequently this 
does not make itself evident until some time after birth. Such 
a fistula traverses the tissues of the neck communicating with 
the pharynx and sooner or later discharges externally. The 
present day teaching, as to the treatment of a branchial fistula, 
is to dissect it out thoroughly, and the success of such a pro- 
ceeding is doubtful; many advise it to be left alone; others 
say that it is impossible to close the whole track, and by trying 
to do so the result would likely be closure of the orifice and 
formation of a cyst. These facts have prompted me to report 
a case of this congenital abnormality which I have recently 
successfully treated by croton oil and galvanism, a treatment 





*Read before the Manchester Medical Society on March 7, 1906. 
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which I think warrants further trial, for the result of the 
treatment in this case has been a permanent cure. 


On March 16, 1905, a woman, 22 years old, presented her- 
self and examination revealed a fistula extending from the clavic- 
ular origin of the sterno-mastoid, at which point it was discharg- 
ing, to the level of the upper border of the hyoid bone. There 
was no tumor, hard or soft, either in connection with the fistula 
or anywhere in the neck. During the treatment it was discovered 
that there was at least one communication with the pharynx. 
There was no history to be obtained, except the fact that it had 
been discharging since she was a child, and that the amount of 
discharge had increased considerably for the past two or three 
years. An ordinary probe passed comfortably, and without any 
pain, into the opening immediately over the origin of the sterno- 
mastoid, and upwards for 3% inches, ending, as it seemed, just 
above the hyoid bone. On extraction of the probe there followed 
a slight discharge of sero-purulent or sebaceous fluid, but no 
trace of blood. 

Next day I injected through a very small gum-elastic ure- 
thral catheter, which was first passed into the fistulous tract, 
a I-in-40 phenol solution, and washed the sinus out. Some of 
the solution entered the pharynx and was spat out. The day 
following I again syringed it out, and passed and left in place a 
silkworm-gut drain. On the third day, after having syringed 
it out, I twisted together and passed four lengths of No. 2 
silkworm-gut, having first dipped them in croton oil. I passed 
them to what I believed to be the upper extremity of the fistula, 
my object being, of course, to try and destroy the lining mucous- 
membrane, and in which, it seemed, I to some extent succeeded, 
judging from the copious discharge of pus there was on the 
dressings the following day. After two more days of antiseptic 
syringing and draining I passed to the upper extremity of the 
fistula a silver-wire electrode bent on itself, the blunt bent extrem- 
ity being passed into the fistula and the two sharp ends of the 
other extremity fitted into a handle which was connected with the 
cathode wire. The current was gradually increased from zero up 
to 5 milliamperes, and then gradually reduced to zero again. 
The anode was then made the active electrode on the inside of 
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the fistula and gradually increased from zero up to 1o milli- 
amperes and reduced slowly to zero again. No drainage was 
provided for. The next day, and every day for a week, I applied 
a flat flexible tin electrode to the skin surface immediately over 
the sinus only. At each application I first made the cathode 
the active electrode, increasing the strength of the current from 
zero to from 15 to 20 milliamperes for a few minutes, and then 
reducing again to zero, after which | made the anode the active 
electrode in the same way, but reaching from 30 to 35 milliamperes. 
Before adopting the application of the alternating currents to the 
external surface of the fistula, there was a discharge from the 
exit on applying pressure over the course of the fistula, but after 
four or five days of the external treatment this discharge dis- 
appeared, and at the end of the week’s application the watery 
external discharge, produced on application of the cathode as 
the active electrode, ceased externally, but on such application, 
and at intervals during the day, the patient complained of a 
bitter fluid discharging into her throat. The applications were 
continued for another week, up to April 13, with continued good 
effect. During the two days previous to April 13 the patient 
only felt the bitter discharge into the mouth once, and that very 
slightly. The applications were therefore discontinued on that 
date. 

I need not remind you that the cathode, which attracts hydro- 
gen and alkalies, causes, through its irritative and stimulating 
effect, congestion, softens and liquefies the tissues, causing a 
watery discharge; and on application of the anode, oxygen and 
acids are attracted, which have a tonic and astringent effect, 
harden and dry up the tissues, and cause contraction of the pas- 
sage, so that if this electrode is left in too long it may be impos- 
sible to withdraw it without damaging the adjacent parts. 

It has been shown * that the therapeutic results and chemical 
changes brought about by a single five minutes séance with a 
current strength of from one to two milliamperes so alters 
muscle-structure that evidences of it can be seen for several days 
after. It seems probable that the interpolar chemical changes 
set up have caused the cure of this case, possibly assisted by the 
use of a silver electrode. But I don’t think that very much 
therapeutic effect could be attained from the use of a silver 
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electrode which ionizes with difficulty as compared to metals 
such as lead, zinc and copper, although it is recognized that on 
applying the positive pole there is some movement of silver ions 
into the tissues, causing the liberation of oxygen and chloride 
and the formation of insoluble silver chloride. 

On April 15 I removed the pharyngeal tonsils, which had 
been chronically enlarged for some time, causing nasal breathing. 
I ceased attendance on April 30. 

On July 29 I received a report that there was not the slightest 
sign of the old trouble. I, myself, examined the patient on Sep- 
tember 15, and again in January, and with the exception of very 
slight redness, no bigger than a pin’s head, there was absolutely 
no sign of the trouble. 


The treatment as applied in this case carries with it a 
certain amount of risk, owing to the proximity of important 
structures, but by exercising a little care the slight risk is, 
[ think, warranted by the result. 

There is, I think, no differential diagnosis requisite in this 
case, for there was no bulging or tumor of any sort in connec- 
tion. 

As the patient has now been a year without the slightest 
return of the old trouble, I think I am justified in claiming a 
cure. 

This treatment in place of excision might also be appli- 
cable to a patent Thyroglossal duct and cyst, a somewhat differ- 
ent state. 

REFERENCES. 

*Chalmers Watson Encyclopedia Medica, Vol. 8, p. 240. 

* Quain’s Embryology, Vol. 1. part 1, p. 103, and Mr. Lockhart Mum- 
mery in reporting a case before the Society for Study of Diseases of 
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* Electro-Physiologie, “ Weiss,” p. 127. 
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DIAGNOSIS OF ESOPHAGEAL LESIONS.! 


BY BERTRAM W. SIPPY, M.D., 


OF CHICAGO, ILLS. 


Two classes of diseases of the esophagus may be distin- 
guished—functional and anatomical. Functional disease.— 
There are two chief functional disorders of the esophagus. 
One is related to sensation; the other to motility. 

Sensory Disorders—The only disorder of importance 
relating to sensation is hyperesthesia. Hyperesthesia of the 
esophagus is not infrequently the cause of discomfort occurring 
during the act of swallowing. The discomfort may be burn- 
ing or smarting in character, and is usually felt along the whole 
length of the esophagus, but may be referred to the epigastric 
region alone. There may be other manifestations of a neurosis 
present, such as tenderness along the spine, or hysterical stig- 
mata elsewhere. One cannot be sure that hyperesthesia alone is 
present until after the passage of bougies, and, if possible, 
the use of the esophagoscope. In hyperesthesia of the esopha- 
gus, which usually extends throughout the whole length of the 
organ, as soon as a bougie passes beyond the pharynx and 
enters the esophagus the patient complains of great pain, which 
continues as the bulbous point of the bougie is pushed down the 
whole length of the esophagus. Hyperesthesia may be asso- 
ciated with slight spasm at any point in the esophagus, but real 
obstruction to the passage of bougies is not present. Upon 
passing the esophagoscope a normal mucous membrane is 
found. Such cases are not extremely rare. I have seen three 
during the last year. 

Anesthesia of the esophagus may result from central 
lesions of the nervous system, or occur as a manifestation of a 


*Read before the Chicago Surgical Society, February 2, 1906. 
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neurosis. No practical importance is as yet attached to the 
condition. 

Motor Disorders.—Spasmodic contraction of the circular 
fibres of the esophagus may take place at any level of the tube. 
The so-called “globus hystericus”’ is due to spasm of the 
esophagus. Esophageal spasm is not usually followed by seri- 
ous results, except when it occurs at the upper and lower ends. 
Esophageal spasm will be discussed with the other causes of 
stenosis of the esophagus. 

Anatomical Disease.—Inflammation of the esophagus seri- 
ous enough to be of clinical importance is not common, except 
when caused by the ingestion of caustic alkalies, acids, and 
metallic salts. Deglutition is painful and the history of the 
case will usually render diagnosis easy. If necessary, the 
esophagoscope may be used to differentiate the condition from 
hyperesthesia. Inflammation of the pharynx seldom extends 
to the esophagus. The esophagus is almost immune to diph- 
theria, and is rarely inflamed in measles, scarlet fever, small- 
pox, and typhoid fever. Tuberculosis of the esophagus is ex- 
tremely rare; likewise syphilis. Actinomycosis of the esoph- 
agus has been described. 

Ulcer.—Ulceration of the esophagus seldom occurs, except 
in association with carcinoma. There have been less than 
forty cases of peptic ulcer of the esophagus reported. Peptic 
ulcer may occur anywhere in the lower third of the esophagus. 
If at the very lower end, owing to the vascularity of the part, 
hemorrhage is likely to be a prominent symptom. Ulcer of 
the esophagus may be readily detected by the esophagoscope. 

Esophageal Stenosis—By far the most common and 
serious disorders of the esophagus are related to conditions 
producing obstruction to the lumen of the tube. The early 
diagnosis of esophageal obstruction is very important. The 
first symptom is usually discomfort or pain occurring during 
the ingestion of food. Whenever a patient complains of dis- 
comfort while eating, we should always think of the following 
conditions as possible causes: Disorders of the esophagus, 
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ulcer or carcinoma at or near the cardiac end of the stom- 
ach, perigastritis, perigastric adhesions, epigastric hernia, 
nervous dyspepsia, and gastritis. The discomfort or pain 
of esophageal stenosis is usually located at the seat of the 
obstruction, but may be referred to the epigastric region or to 
the back. As the stenosis increases, the patient may be con- 
scious that the food is arrested at a certain point in the esopha- 
gus, and that greater time and effort are required to force the 
food into the stomach. The patient usually knows when the 
food passes the obstruction. As the lumen of the tube grows 
smaller, the sensation of fulness behind the sternum, due to 
accumulation of food above the seat of the stricture, increases. 
If an attempt is made to eat rapidly, a choking sensation results, 
and the contents of the esophagus are regurgitated. The 
patient frequently describes the act of regurgitation as vomit- 
ing. Whenever a patient complains of discomfort, pain or 
vomiting at the time of eating, we should never neglect to put 
him to the test, and observe what happens during the inges- 
tion of food and drink. If stenosis has been present even for 
a short period, the patient has learned to eat slowly, to take 
small bits of food, and to reduce them by prolonged mastica- 
tion. If the stenosis is considerable, even liquids are sipped 
slowly, and the act of swallowing is frequently repeated. That 
a distinct effort is required to cause the food to go down is 
clearly apparent. When urged to eat more rapidly, the patient 
usually indicates that it is impossible. Discomfort is evident; 
an attempt may be made to wash the food down with water. If 
unsuccessful, and the eating is forced, an invoiuntary contrac- 
tion of the abdominal muscles and diaphragm takes place, and 
the contents of the esophagus, food usually mixed with a large 
quantity of mucus, flows out of the esophagus, without the ex- 
pulsive effort that is usually associated with vomiting. Nausea 
is usually absent; although nausea and vomiting may be excited 
by the act of regurgitation. The patient is nearly always able to 
distinguish between regurgitation and vomiting, if his attention 
is called to the difference between the two acts. Pain, cramp- 
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like or dull in character, may be a prominent feature. Pain, 
however, is not invariably present. I feel justified in mention- 
ing the apparently trifling details of the symptomatology of 
esophageal discomfort and regurgitation, because experience 
shows that grave error in diagnosis is constantly made. Esoph- 
ageal disorders are mistaken for gastric disease; even gastro- 
enterostomy has been needlessly performed, when more careful 
attention to symptomatology combined with the observation of 
the patient while eating would have clearly shown that the 
disorder was located in the esophagus. 

If the history and observation of the patient while eating 
make it probable that stenosis of the esophagus is present, a 
stomach-tube or bougie may be used to locate the obstruction. 
First, however, the patient should be carefully examined, to 
determine whether contraindications are present to the pas- 
sage of such instruments. Aneurysm should be carefully ex- 
cluded. High grade arterio-sclerosis, history of previous cere- 
bral hemorrhage, heart incompetency, and other conditions may 
render the procedure unsafe. It is usually best to attempt to 
pass a soft stomach-tube first. The exact seat and degree of 
obstruction are, however, more accurately determined by a 
flexible bougie with graduated olive tips. 

It is generally easy to diagnose and locate the seat of 
esophageal stenosis. To determine the nature of the obstruc- 
tion is sometimes exceedingly difficult. In adults, carcinoma 
is by far the most common cause. This too often leads to 
serious error, since it is assumed upon insufficient evidence 
that esophageal stenosis is due to carcinoma. In a given case 
all other causes should be carefully considered before conclud- 
ing that carcinoma is present. 

The conditions that may lead to stenosis may be divided 
into extra- and intra-esophageal. Stenosis resulting from 
extra-esophageal cause is rare. Among such causes may be 
mentioned aneurysm, mediastinal tumors, spondylitis, pericar- 
dial effusion, esophageal diverticulum. Stenosis from intra- 
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esophageal conditions results from tumor, cicatrix, spasm, 
diverticulum, and foreign bodies. 

Tumors of the esophagus may be benign, but are usually 
carcinomatous. Sarcoma may invade the esophagus from 
surrounding structures. 

Carcinoma of the esophagus is characterized by the symp- 
toms of stenosis, as described. The onset is usually gradual, 
although difficulty in swallowing solids may appear suddenly. 
As in organic stenosis from all causes, difficulty in swallowing 
solids usually appears first, liquids later. 

The course is progressive, marked by slight variations in 
the difficulty in swallowing. Considerable improvement may 
be noted upon the administration of non-irritating liquid foods. 
A gain of several pounds in weight is possible for a time, by 
giving an abundance of milk and cream. 

The location of the obstruction is of value in diagnosis. 
It is estimated that approximately fifty per cent. of all cases 
of esophageal carcinoma develop at the cardia, or immediately 
above, at the point where the esophagus passes through the dia- 
phragm. About forty per cent. develop at or near the bifurca- 
tion of the trachea, and only about ten per cent. in the upper or 
cervical portion of the esophagus. 

Metastatic growths are seldom of value in the early diag- 
nosis of esophageal carcinoma, although they should be sought 
in the liver, cervical glands, lungs, pleura, and elsewhere. Since 
there is a tendency to early ulceration, a valuable diagnostic 
sign is the presence of blood in the stools, detected by the Weber 
test. Upon attempting to pass the stomach tube, odor char- 
acteristic of a sloughing mass often aids in diagnosis. The 
esophagoscope passed to the seat of the obstruction reveals 
either an ulcerating, bleeding, perhaps sloughing, mass, or 
nodular irregularities. Although a temporary gain in weight 
may be produced by appropriate feeding, the course of the dis- 
ease is progressive. Emaciation and final cachexia supervene. 
After the first symptoms of difficulty in swallowing become 
manifest, the average duration of life is six or eight months. 
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Perforation into a bronchus is characterized by violent cough 
upon the ingestion of liquids. Broncho-pneumonia and death 
soon follow such a complication. 

The blood changes of secondary anemia, such as are asso- 
ciated with carcinoma elsewhere, are of aid in differentiating 
benign from malignant stenosis. 

Cicatriv.—Cicatrix causing esophageal stenosis is usually 
associated with a history of swallowing caustic acids or alkalies, 
although in some cases the incident is forgotten, and careful 
questioning is necessary to bring out such history. If the 
escharotic is strong, symptoms of stenosis begin at once. If 
mild, they may be delaved for several months. Cicatrix from 
peptic ulcer is an extremely rare cause of esophageal stenosis. 

The history, course of the disease, and passage of bougies 
are usually sufficient for the diagnosis of cicatricial stenosis 
of the esophagus. If not, the esophagoscope may be used to 
advantage. 

Diverticulum.—Diverticula of the esophagus are pouch- 
like sacculations of a portion of the circumference of the tube. 
Three forms based on etiology are recognized: Pressure diver- 
ticula, traction diverticula, and traction-pressure diverticula. 

Traction diverticula are found frequently at autopsy, 
but seldom produce symptoms. The same may be said of trac- 
tion-pressure diverticula. Pressure diverticula of the esopha- 
gus are relatively rare, but of much more serious import than 
the other forms. They usually develop at the upper end of the 
esophagus, or immediately above the left bronchus, or in the 
lower third of the esophagus. Clinically, the most important 
pressure-diverticulum is located at the upper end of the esopha- 
gus, and is known as Zenker’s diverticulum. The origin of 
the sacculation is at a natural defect in the posterior wall of 
the esophagus, just below the pharyngo-esophageal orifice. 
Accumulation of food at this point may cause a pouch-like 
sacculation, which at first develops posteriorly, and later occu- 
pies a lateral position, usually to the left of the esophagus. As 
it develops, it projects downward along the course of the esoph- 
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agus. The capacity of the pouch varies from a few cubic centi- 
metres to half a litre or more. In the early stages, slight 
discomfort such as dryness and irritation about the throat, 
is present. Later, the sensation of a foreign body may be 
noted, and, finally, difficulty in swallowing is experienced. As 
the sacculation increases, the accumulated food crowds the wall 
of the pouch against the esophagus, and obstructs its lumen. 
At such a stage difficult deglutition and regurgitation of food 
are present. In one-third of the cases a tumor is discoverable 
in the neck. It may be located behind or at one side; rarely 
on both sides, of the trachea. The patient often learns to 
empty the sac by making pressure upon it with the hand. A 
peculiar gurgling sound accompanies swallowing in many 
cases. Fetor ex ore, due to decomposition of food retained in 
the pouch, may be a prominent feature. It is often noted that 
swallowing is accomplished easier during the early part of the 
meal. As the sac fills, the esophagus is crowded upon, and its 
lumen obstructed. Upon attempting to pass a bougie it is 
usually arrested in the sac. If the bougie is slightly withdrawn, 
and the direction of its point changed, it may be passed into the 
esophagus. At times a large-sized bougie passes more readily 
than one with a small point. It frequently happens that a 
bougie may pass readily one day and not the next. Very little 
difficulty in swallowing may be present in cases in which it is 
impossible to pass a bougie. After swallowing liquids a small 
stomach tube may be passed to the seat of the obstruction, and 
the contents of the sac aspirated with an Ewald bulb. Secre- 
tions containing lactic acid and numerous micro-organisms 
may be obtained from the sac. Bismuth suspended in oatmeal 
gruel may be swallowed, and if sacculation is sufficient the 
X-ray will show the location and approximate size of the sac. 
The esophagoscope is rarely of much value in the diagnosis of 
diverticula. 

Spasm.—Spasm of the esophagus may occur at any point 
in the tube. Asa rule, contraction of the muscular fibres is not 
firm enough to produce obstruction, except when occur- 
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ring at the upper and lower ends of the esophagus. Stenosis 
from spasm of the upper end is usually slight, and will not be 
discussed further here. 

Cardiospasm.—Spasm of the lower end of the esophagus, 
if long-continued, results in dilatation of the esophagus, and 
unless relieved, emaciation and finally death from starvation 
is likely to occur. Although not many cases are reported in 
the literature, the condition is not rare, and because of its 
seriousness the clinical picture should be more generally known, 
Normally, the cardiac end of the esophagus is closed by the 
contraction of its circular muscular fibres. During the act of 
swallowing, the circular fibres are automatically relaxed, and no 
hindrance is afforded to the passage of the contents of the 
esophagus into the stomach. If the automatic relaxing influ- 
ence that occurs in swallowing is withdrawn, the closure of the 
cardiac orifice is firm enough to hold a column of water near the 
height of the esophagus. If the automatic force that should 
relax the cardia is impaired, or if a slight spasm of the cardia 
is present, food and drink accumulate in the esophagus, and if 
an attempt be made to eat or drink rapidly, regurgitation is 
likely to follow. If spasm is only slight, regurgitation may not 
occur, provided the patient eats or drinks slowly. Proportion- 
ate to the obstruction, the retention of food causes lateral press- 
ure, which may be counteracted by an increase in the strength 
of the esophageal peristalsis. The tendency, however, is toward 
dilatation of the esophagus above the seat of obstruction. 
Following ordinary physiological laws, the muscular fibres of 
the esophagus hypertrophy, in their attempt to force the con- 
tents of the esophagus through the orifice narrowed by spasm. 
In most cases the spasm is so moderate that for several months 
and even years the increased strength of the esophageal peri- 
stalsis overcomes the obstruction sufficiently to prevent great 
loss in weight. 

The continued overfilling of the esophagus caused by the 
spasm of the cardia leads to a fusiform dilatation of the organ. 
The retained food is likely to decompose, and cause irritation. 
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Thus inflammation and even ulceration of the mucous mem- 
brane of the dilated tube may arise. This is likely to be followed 
by reflex spasm of the cardia, and an increase in the obstruc- 
tion. The capacity of the normal esophagus is about 100 c.c. 
The capacity of a dilated esophagus, caused by cardiospasm, 
varies from 150 to 1800 c.c. No doubt the extent of the dilata- 
tion is governed largely by the rapidity with which obstruction 
develops. If the retention of food is moderate, hypertrophy 
of the esophageal wall may keep pace and prevent undue dilata- 
tion. If retention is great before hypertrophy has had time to 
develop, the fusiform dilatation is likely to be proportionately 
large. In most cases the capacity of the dilated esophagus 
does not exceed five hundred c.c. The muscular spasm is on 
a nervous basis, hence the condition is likely to be found in 
nervous individuals. It has developed after profound emotional 
disturbances, such as fright, grief, and worry. In one case 
reported the difficulty in swallowing followed the suppression 
of menstruation. The patient feared she was pregnant. A blow 
on the sternum was the exciting cause of another case. The 
condition had developed during the course of acute infectious 
diseases, such as pneumonia and scarlet fever. A congenital 
case has been described. 

The diagnosis of cardiospasm should not be difficult. The 
usual symptoms of stenosis at the lower end of the esophagus 
are present, with modifications peculiar to cardiospasm. The 
onset of the difficulty in swallowing may be sudden, or gradual. 
Mild grades of obstruction simply cause the patient to eat 
slowly. A sensation of fulness in the esophagus, and a feeling 
that the food and drink are arrested before they reach the 
stomach, is usually experienced. At first liquids are often 
swallowed with greater difficulty than solids. Before the 
esophagus is dilated, solids may be grasped by the peristalsis 
and forced through the cardia, while liquids more readily 
escape upwards. After dilatation occurs, obstruction is present 
alike to solids and liquids, Normally, immediately after swal- 
lowing food or drink, nothing can be aspirated from the 
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esophagus. When cardiospasm is present, several c.c. of liquid 
containing food particles and mucus may be regained from 
the esophagus even hours after the ingestion of food and drink. 
In the case under my own observation, 500 c.c. of water could 
be aspirated from the esophagus several minutes after it had 
been swallowed. The stenosis was so impervious to liquids 
that an ounce of olive oil given at night was recovered from 
the esophagus the next morning, practically without the loss 
of a drop, and yet, the lower end of the esophagus presented no 
anatomical narrowing. A verystriking and diagnostic feature is 
that there may be little or no obstruction to the passage of the 
tube or bougie, even in cases in which a large quantity of liquid 
is retained in the esophagus. A very moderate spasm of the car- 
dia may not be overcome by the peristaltic force of the most 
powerful hypertrophy of the muscular fibres above the seat of 
obstruction. As soon as the point of least resistance is above, 
regurgitation of food occurs. Normally, the thickness of the 
esophageal muscle varies from a half to two millimetres. In the 
case mentioned the hypertrophied muscle fibres were nine milli- 
metres in thickness. No doubt several years were required for 
the development of such a hypertrophy. In the average case a 
bougie is arrested for a moment at the cardia, and then upon 
making slight pressure it passes through into the stomach. A 
large-sized bougie often passes as readily as one of smaller 
calibre. The difficulty in swallowing usually fluctuates more 
than it does when stenosis is due to organic disease. Excite- 
ment, overwork and worry are likely to increase the spasm. 
The patient may awake at night to find the pillow flooded 
with the contents of the esophagus. The horizontal position 
favors regurgitation. In organic stricture the retention of 
food and secretion in the esophagus is moderate compared to 
that which may be retained as a result of cardiospasm. X-ray 
pictures of the dilated esophagus may be obtained by causing 
the patient to swallow a five-per-cent. suspension of bismuth 
subnitrate in oatmeal gruel, until the “ choking-up ”’ sensation 
just short of regurgitation is developed. The esophagoscope 
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Thus inflammation and even ulceration of the mucous mem- 
brane of the dilated tube may arise. This is likely to be followed 
by reflex spasm of the cardia, and an increase in the obstruc- 
tion. The capacity of the normal esophagus is about 100 c.c. 
The capacity of a dilated esophagus, caused by cardiospasm, 
varies from 150 to 1800 c.c. No doubt the extent of the dilata- 
tion is governed largely by the rapidity with which obstruction 
develops. If the retention of food is moderate, hypertrophy 
of the esophageal wall may keep pace and prevent undue dilata- 
tion. If retention is great before hypertrophy has had time to 
develop, the fusiform dilatation is likely to be proportionately 
large. In most cases the capacity of the dilated esophagus 
does not exceed five hundred c.c. The muscular spasm is on 
a nervous basis, hence the condition is likely to be found in 
nervous individuals. It has developed after profound emotional 
disturbances, such as fright, grief, and worry. In one case 
reported the difficulty in swallowing followed the suppression 
of menstruation. The patient feared she was pregnant. A blow 
on the sternum was the exciting cause of another case. The 
condition had developed during the course of acute infectious 
diseases, such as pneumonia and scarlet fever. A congenital 
case has been described. 

The diagnosis of cardiospasm should not be difficult. The 
usual symptoms of stenosis at the lower end of the esophagus 
are present, with modifications peculiar to cardiospasm. The 
onset of the difficulty in swallowing may be sudden, or gradual. 
Mild grades of obstruction simply cause the patient to eat 
slowly. A sensation of fulness in the esophagus, and a feeling 
that the food and drink are arrested before they reach the 
stomach, is usually experienced. At first liquids are often 
swallowed with greater difficulty than solids. Before the 
esophagus is dilated, solids may be grasped by the peristalsis 
and forced through the cardia, while liquids more readily 
escape upwards. After dilatation occurs, obstruction is present 
alike to solids and liquids, Normally, immediately after swal- 
lowing food or drink, nothing can be aspirated from the 
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esophagus. When cardiospasm is present, several c.c. of liquid 
containing food particles and mucus may be regained from 
the esophagus even hours after the ingestion of food and drink. 
In the case under my own observation, 500 c.c. of water could 
be aspirated from the esophagus several minutes after it had 
been swallowed. The stenosis was so impervious to liquids 
that an ounce of olive oil given at night was recovered from 
the esophagus the next morning, practically without the loss 
of a drop, and yet, the lower end of the esophagus presented no 
anatomical narrowing. Avery striking and diagnostic feature is 
that there may be little or no obstruction to the passage of the 
tube or bougie, even in cases in which a large quantity of liquid 
is retained in the esophagus. A very moderate spasm of the car- 
dia may not be overcome by the peristaltic force of the most 
powerful hypertrophy of the muscular fibres above the seat of 
obstruction. As soon as the point of least resistance is above, 
regurgitation of food occurs. Normally, the thickness of the 
esophageal muscle varies from a half to two millimetres. In the 
case mentioned the hypertrophied muscle fibres were nine milli- 
metres in thickness. No doubt several years were required for 
the development of such a hypertrophy. In the average case a 
bougie is arrested for a moment at the cardia, and then upon 
making slight pressure it passes through into the stomach. A 
large-sized bougie often passes as readily as one of smaller 
calibre. The difficulty in swallowing usually fluctuates more 
than it does when stenosis is due to organic disease. Excite- 
ment, overwork and worry are likely to increase the spasm. 
The patient may awake at night to find the pillow flooded 
with the contents of the esophagus. The horizontal position 
favors regurgitation. In organic stricture the retention of 
food and secretion in the esophagus is moderate compared to 
that which may be retained as a result of cardiospasm. X-ray 
pictures of the dilated esophagus may be obtained by causing 
the patient to swallow a five-per-cent. suspension of bismuth 
subnitrate in oatmeal gruel, until the “ choking-up ” sensation 
just short of regurgitation is developed. The esophagoscope 
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shows the cardia closed. The mucous membrane above the seat 
of constriction is reddened, and in some cases erosion and 
ulceration are present. Redundant folds of mucous membrane 
may be visible at the seat of the dilatation. Diverticulum 
causing obstruction at this point is so rare that there is seldom 
difficulty in differentiating the condition from cardiospasm. 
Rumpel’s differential test consists in passing into the stomach 
a stomach-tube with many lateral perforations in its lower 
half; another tube without lateral perforations is passed into the 
diverticulum. Water is now introduced through the tube that 
is supposed to rest in the diverticulum. The diverticulum fills, 
and the excess passes into the stomach through the perforations 
in the tube that is introduced into the stomach. The quantity 
held by the diverticulum may now be withdrawn by using an 
Ewald aspirating bulb. If a fusiform dilatation is present, no 
water is regained because it will be lost by passing into the 
stomach through the perforations in the stomach tube. The 
successful issue of this test presupposes the ability to pass the 
perforated tube into the stomach, and the other into the diver- 
ticulum. If the results of the test are negative, diverticulum 
could not be thereby excluded. Modifications of this test of 
some merit have been made by Jung, Kelling, Krauss, Buckel- 
mann, and others. 

After dilatation of the esophagus occurs, unless the spasm 
is Overcome, symptoms are likely to persist. As a rule, emacia- 
tion does not occur rapidly at first. The nutrition of the patient 
may not be greatly reduced for years. He learns to eat slowly 
and to help force the food down by taking a swallow of water, 
often combined with a deep breath. Other aids to swallowing 
are adopted, such as throwing the arms and shoulders backward. 
imitating the motion of the sea-gull in swallowing a fish. The 
motions used in rowing have also been used to aid in forcing the 
food into the stomach. Experience shows, however, that sooner 
or later the difficulty in swallowing increases. Regurgita- 
tion of food occurs more regularly and persistently. Emaciation 
develops, and starvation is the result, unless the spasm is over- 
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come or gastrostomy performed. Early diagnosis and relief 
of the condition are important, since after dilatation develops 
and becomes fixed and hypertrophied, the tube will always 
show some sacculation, and predispose to the accumulation of 
food, which is likely to excite reflex spasm of the cardia, and 
cause a return of the difficulty. 

The best treatment of the condition-forcible dilatation 
of the cardia—does not come within the province of these 


remarks. 
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POSTOPERATIVE ILEUS.! 


BY JOHN M. T. FINNEY, M.D., 
OF BALTIMORE, MD., 


Associate Professor of Surgery in Johns Hopkins University. 


Amonc the serious complications which may follow a 
surgical operation involving the opening of the abdominal 
cavity, there is none, except secondary hemorrhage, which 
more urgently demands an early diagnosis and prompt relief 
than intestinal obstruction. In isolated instances it has been 
observed after operations where the peritoneal cavity was 
unopened. Just at the time when the surgeon has begun 
to be relieved somewhat of his anxiety, and to congratulate 
himself that once more his labors have been crowned with 
success, it is most disheartening to patient and surgeon alike 
to be confronted with the added perils of a secondary opera- 
tion. Fortunate is he who has never been called upon to face 
this distressing situation, and but few surgeons there are, I 
fancy, with an operative practice at all extended, who cannot 
recall some such experience, for, unfortunately, postoperative 
ileus is not a rare affection. 

It has been my misfortune to have met with twenty-six 
cases of postoperative ileus in my hospital and private practice, 
twenty-two of which required secondary operation of one sort 
or another ; and I am sure, although I have not complete records 
of these cases, that during this time I have seen an equal num- 
ber in the practice of my colleagues in the Johns Hopkins 
Hospital, and elsewhere. 

Baisch,! in a recent historical review of postoperative 
ileus, gives to Sir Spencer Wells? the credit of the first 
description of this condition, in a paper published in 1860. 


*Read before the Chicago Surgical Society, February 28, 1906. 
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This case was due to an adhesion of a coil of intestine to the 
stump of an ovarian cyst. He also reports another case in 
which a loop of intestine was caught in the abdominal suture. 
Up to 1881, he had had one thousand ovariotomies, with 
eleven cases of postoperative ileus. These all died unoperated 
upon. 

Schroeder * in 1878 was the first to operate for this com- 
plication. His patient died. A year later, Olshausen‘ re- 
ported a successful case. From this time, up to 1886, very 
little is found in the literature upon this subject. 

Hleus following laparotomy was one of the subjects for 
discussion at the First Gynecological Congress, held in Mu- 
nich, in 1886. 

In 1894, Tuja° reported forty-three cases, five of which 
were surgical. In this same year, this subject was first brought 
prominently to the attention of the profession in this country 
by Rohe® of Baltimore, in his presidential address before 
the seventh annual meeting of the American Association of 
Obstetricians and Gynecologists, at Toronto. Previous to this 
time, all the reported cases had followed gynecological opera- 
tions. Five years later, Schade‘ collected one hundred and 
twelve cases, many of which had followed operations for 
hernia. Corner ® found from his study of St. Thomas’s Hos- 
pital reports during the three years 1900-02 inclusive, that 
more postoperative obstructions occurred following vaginal 
hysterectomy than from all other pelvic operations combined. 

Hawkins ® in a study of two hundred and twenty-four 
cases of acute appendicitis, reports ten deaths, four from intes- 
tinal obstruction, six from other causes. Two per cent. of 
all the cases, and forty per cent. of the fatal ones, were due to 
intestinal obstruction. 

In 1899, Werth !! recommended enterostomy for the relief 
of intestinal obstruction. 

Postoperative ileus, of which alone this paper treats, 
differs little from ileus in general, except in the matter of 
causation. The diagnosis in these cases may be frequently 
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obscured by conditions which necessitated or were present at 
the time of the previous operation, infection, traumatism, 
influence of the anesthetic, etc. 

Attempts have been made to classify ileus, but, so far, 
a classification that is satisfactory to everyone has not been 
found. In the main, the classification of ileus in general 
applies to the postoperative variety, but with some modifica- 
tions. Classified with reference to time, Broca’s division of 
postoperative obstructions into two classes, early and late, is 
good, so far as it goes. The former class includes those cases 
which develop before the wound is completely healed, and con- 
tains by far the larger number of cases; the latter, those which 
develop after a period of perfect health of varying duration. 
The early cases present the greater difficulties in diagnosis 
owing to the fact that infection not infrequently plays a prom- 
inent part in the causation of the initial operation. The diag- 
nosis of the late cases is, as a rule, comparatively easy, because 
of the absence of the element of infection. 

Classified with reference to causation, the Mikulicz divi- 
sion into two main classes, mechanical and dynamic, is perhaps 
the most satisfactory. These in turn may be still further sub- 
divided. Either of these varieties when unduly prolonged tends 
towards the development of the other, so that not infrequently 
they are associated in the same individual. 

The two great factors concerned in the etiology of post- 
operative ileus are of either mechanical or septic origin. There 
is still a third and much smaller class in the development of 
which neither of these two forces is directly concerned, namely, 
those rare and interesting cases of adynamic ileus having their 
origin in disturbed conditions of the innervation and circulation 
of the intestine. We would, therefore, divide postoperative 
ileus into three main classes,—(a) mechamical, (b) septic, (c) 
adynamic. But a hard and fast distinction is difficult to maintain 
owing to the fact that they may all be present in the same 
individual. 

The diagnosis of obstruction is all-important. Once this 



































POSTOPERATIVE ILEUS. 873 


is established, the treatment is determined, since there is but 
one rational course to pursue. It, of course, is obvious that 
the earlier the diagnosis is made and the necessary relief ac- 
complished the better. The main point to be determined in 
considering the question of diagnosis is, as a rule, to differ- 
entiate between the mechanical and the septic variety, since 
these are the two forms most often met with, the mechanical 
being very amenable to treatment, the septic to a less degree. 

It is often difficult, sometimes impossible, to differentiate 
the mechanical form from the other forms of ileus, since 
neither condition presents any special symptom-complex which 
may not at times be simulated by the other. In a general way, 
mechanical ileus is characterized by its later onset, the presence 
of visible peristalsis, severe colicky pains with slight changes 
in the character and rate of the pulse, and little or no rise in the 
temperature at first, and asymmetrical distention. Where 
peritonitis is present, the picture is obscured, the infection 
masks the obstruction; the septic symptoms usually predom- 
inate. Where, following an operation, an ileus develops unac- 
companied by the above-mentioned symptoms, one has probably 
to deal with the adynamic variety. 

It goes without saying that it is important to determine 
the pathological condition present and its location both with 
reference to the portion of the intestinal canal obstructed 
and its place in the abdominal cavity. In some cases it is 
comparatively easy to accomplish both of these desired results ; 
in other cases it is manifestly impossible. 

The location of pain, its colicky character, tenderness 
and swelling, asymmetrical enlargement, patterns of distended 
coils of intestine, localized areas of dulness or tympany, char- 
acter of vomitus, examination of the urine and blood, audible 
gurgling, etc., are all of great value taken collectively, but, indi- 
vidually, no one of them is of any special diagnostic significance. 
Colicky pains, “trouble with the bowels,” distention, etc., 
occurring within a few days after abdominal operation, or 
even some months or years later, should make one suspicious 
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at once of the possibility of a partial or beginning intestinal 
obstruction, and if these symptoms continue unrelieved for 
any length of time, should raise the question of the advisa- 
bility of an immediate exploratory operation. 

Since this condition when unrelieved leads to a long train 
of serious consequences, so far as the patient’s health and 
life are concerned, such as disturbances in the circulation of the 
mesentery and bowel and their sequele, hyperemia and 
hemorrhage with infarct, ulceration and gangrene of the 
bowel, the absorption of toxines from the obstructed loop of 
intestine, great distention of the intestine, etc., it is of the 
utmost importance that every endeavor should be made to 
establish an early diagnosis and bring about adequate relief. 

As to the causation of the different forms of ileus, the 
early obstructions are in the vast majority of instances due di- 
rectly to infection and its results. The later cases are more often 
due to old inflammatory adhesions which may have been drawn 
out into the form of bands and around or beneath which coils 
of intestine have become constricted. It will be seen, therefore, 
that the septic or adynamic forms of ileus occur more fre- 
quently in the early obstructions, while in the later ones the 
mechanical variety predominates. 

Just why inflammation of the peritoneum causes intestinal 
paresis, whether it is due to cedema or reflex action, vasomotor 
disturbances, or the local effect of the toxines upon the nerves 
of the intestine, is not known, but that all these factors are 
concerned is highly probable. 

The symptomatology of ileus varies with the causation. 
In the early cases where the possibility of infection exists, one 
is likely to find in certain cases symptoms suggesting peritoneal 
inflammation, more or less localized. It is very difficult, in- 
deed impossible, in many cases to differentiate between a peri- 
tonitis and an ileus whether mechanical or adynamic. In fact, 
as has been said, one meets not infrequently with cases in which 
they coexist. For instance, Case II of our series, where on 
the fourth day after an operation for the removal of a gan- 
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grenous perforated appendix in which a spreading peritonitis 
was found present, symptoms of ileus developed. Through 
the wound of the previous operation I exposed and incised 
a distended coil of intestine, and through a rectal-tube irri- 
gated this loop of bowel. While passing the tube into the 
bowel through this fistulous opening, and distending it with 
water from a fountain syringe, a sudden loud gurgle was 
heard and in a short time the patient had a free evacuation 
with a passage of a large amount of flatus and complete relief 
from his symptoms. The symptoms presented by this patient 
are those usually met with in cases of mechanical ileus, namely, 
colicky pains accompanied by distention more or less localized, 
visible peristalsis, and later the appearance of vomiting and 
obstinate constipation with marked restlessness, yet at the 
primary operation a well-marked peritonitis had been present. 
Where symptoms such as these develop shortly after a surgical 
operation, particularly when there has been some infection of 
the peritoneal cavity requiring drainage, one should be suspi- 
cious at once of the development of an obstruction. Instead of 
drenching the patient with cathartics, enemata and gentle mas- 
sage of the abdomen, where the patient’s condition admits of 
it, should be tried. Moderate attempts at catharsis are not 
contraindicated as a rule, but these failing, further efforts in 
this direction should be discontinued. Recourse should be 
had at once to other aids in establishing a diagnosis. A 
leucocyte count may be of some assistance, but unfortunately 
the leucocytes are usually found increased in the presence of 
intestinal obstruction as well as in inflammatory conditions. 
Some of the highest counts we have observed have been in 
this connection. 

During the past few months Dr. Charles E. Simon has 
investigated the opsonic content of the blood of a series of 
abdominal operations which occurred in my service at the 
Union Protestant Infirmary. He was particularly impressed 
by the very high values which he obtained in certain cases of 
appendicitis. Making use of his method of dilution, which 
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has been described in the January number of the Johns Hop- 
kins Hospital Bulletin }° he found that in these cases phagocy- 
tosis to the extent of from ninety to one hundred per cent. may 
still be demonstrable with a dilution of 1.30 and even at 1.40, as 
contrasted with an average normal value of thirty-five for a 
dilution of 1.30 and of nine for 1.40. In a small number of 
obstructive cases, on the other hand, values were obtained 
which were essentially normal. I accordingly suggested that 
experiments be undertaken to ascertain to what extent the 
determination of the opsonic content of the blood might be of 
service in distinguishing between infective and primarily ob- 
structive cases. This work has been conducted by Dr. Nelson 
of the Infirmary staff in association with Dr. Simon. Dogs 
were used for the experiments and obstruction produced by 
ligating the intestine with tape or broad pieces of gauze. The 
absolute leucocyte count, the differential count, and the opsonic 
content were determined before operation, and thereafter three 
times in the twenty-four hours until the death of the animal, 
or until recovery had taken place. Unfortunately the number 
of experiments of which I have notes is small, as the investiga- 
tion was only begun a few weeks ago. The work, however, 
is being continued and I will probably have occasion in the 
future to revert to it. 

From the experiments which have been made, it is clear 
that neither the absolute nor the relative count per se will suffice 
to differentiate a simple obstructive from an inflammatory 
condition of the peritoneal cavity. In one of the dogs the 
absolute count reached a remarkable height,—viz., 62,000 
within twenty-four hours after the ligature had been applied. 
The relative count also did not prove to be of service. Poly- 
nuclear, neutrophilic increase associated with eosinophilic 
decrease, which is to be constantly met with in infections with 
the common pus organisms and which Dr. Simon speaks of 
as the septic factor, was likewise met with in the obstruction 
experiments. 

The opsonic curve on the other hand is rather interesting. 
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Generally speaking the values indicate fluctuations which for 
the low dilution of 1.10 may show a periodical increase, but 
on the whole there is but little deviation from what we may 
regard as normal for the dog. With the 1.20 dilution on the 
other hand, the figures are rather subnormal than normal in 
value. There is at no time evident a well-maintained increase 
such as is seen in the human being in certain infections. 

As I have remarked, our series of animal experiments is 
as yet too small to warrant any definite conclusions, but the 
results obtained appear suggestive and worthy of further study. 

Much importance was attached at one time to the exam- 
ination of the urine. It was hoped, owing to the encouraging 
report of Jaffe,’* that the presence of increased amounts of 
indican in the urine would be of considerable importance as a 
diagnostic aid but later observations have shown this substance 
to be present in increased amounts in certain constitutional 
diseases,—for instance, anzemias, starvation, empyema, cancer 
of the uterus and stomach, etc. In fact, it can usually be 
obtained in increased amount where any extensive suppurative 
process is present in any part of the body. Gehrhardt points 
out that therefore indicanuria can be of diagnostic value in 
intestinal obstruction only when all these other conditions can 
be excluded. As this test is of value only in obstructions of the 
small intestine, its field of usefulness is necessarily limited, 
and, for the reasons already stated, it is practically valueless. 

Vomiting in these cases is an early and important diag- 
nostic sign and usually becomes pronounced. 

Reversed peristalsis is usually assigned as the cause of this 
phenomenon but the experimental researches of Magendie,}* 
Roger,!* Loevinsohn ?° and others tend to discredit this as- 
sumption, and show that the abdominal muscles are very 
largely concerned in its production. Mall’s?® interesting ex- 
periments would also rather confirm this view. 

The distention noted is due to the rapid formation of gas 
in the lumen of the intestine. It is interesting to note that 
physiologists are singularly silent as to the method of gas 
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production in the intestine. Krehl 17 in his work states that the 
gas normally found in the intestine, and in much larger quanti- 
ties in cases of peritonitis, ileus, etc., may have two sources, viz. : 
(1) The swallowed air. This consists of oxygen and hydro- 
gen, the former readily absorbed by the blood while the latter 
is absorbed with difficulty and is what would be found chiefly 
in the intestine. In the meteorism of hysterical patients, he 
thinks this is the chief source, especially as in this condition 
the tonicity of the intestinal wall may be supposed to be low- 
ered, and this would allow of greater distention. (2) The gas 
produced by fermentation, such as hydrogen, marsh gas, carbon 
dioxide, sulphurated hydrogen and nitrogen. The carbon- 
dioxide would be absorbed quickly, the sulphurated hydrogen 
would give an odor, but is produced in small quantity and oniy 
from proteid. It would also be absorbed quickly, so that the 
hydrogen, marsh gas and nitrogen would be the ones likely to 
give rise to distention. 

In cases of obstruction and shock, this distention might 
be great, owing to the loss of tonicity in the bowel-walls, 
which would prevent their passing on the gas, and also prevent 
the normal digestion of the food and thus give a greater chance 
for fermentation. Along with this there is also a markedly 
lowered power of absorption from the intestinal mucous mem- 
brane, which would augment the accumulation of gases and 
also retard the normal digestion of the food, leaving it a prey 
to the bacteria present in the intestinal canal. Fermentation 
may thus proceed very rapidly under these conditions and 
the laxity of the walls of the intestine would, of course, facili- 
tate the accumulation of gases both by preventing their onward 
movement and by obstructing the circulation in the intestine. 

In this connection and as helping to explain the restless- 
ness and later the great prostration noticed in advanced cases 
of ileus, the work of Nesbitt,)8 and Clairmont and Ranzi ?® 
is most interesting. Nesbitt in some experimental work 
conducted upon dogs in the pharmacological laboratory of 
the Johns Hopkins University found in complete occlusion 





























POSTOPERATIVE ILEUS. 879 


of the small intestine at its lower end, the constant occur- 
rence of cholin and neurin along with other bases, pro- 
vided the food ingested contained any considerable quan- 
tity of lecithin. It is not improbable, he thinks, that still 
other poisonous substances are formed by bacterial action 
from other constituents of the food in cases of intestinal ob- 
struction. While cholin is relatively harmless in its action, 
neurin must be classed with the exceedingly active poisons. It 
has been conclusively shown by Nesbitt and other observers 
quoted by him that neurin may be formed from cholin by bac- 
terial action. In its physiological effect, neurin is very like 
muscarin. Especially to be noted here is its paralytic action 
on the heart and its effect upon the intestinal movements. This 
work explains certain clinical phenomena observed, and proves 
conclusively that highly toxic substances are formed in the 
intestinal canal during its complete occlusion. Lavage of the 
stomach and intestine will mechanically lessen the amount of 
toxic substances absorbed. 

This fact is well illustrated in Case IX of our series 
where on the fifth day after the removal of a gangrenous 
perforated appendix, symptoms of ileus developed, one of the 
most marked features of which was intense restlessness. After 
incising a distended coil of intestine through the wound, and 
evacuating a large amount of fluid contents and thoroughly 
irrigating the neighboring coils of intestine through a rectal- 
tube, his condition at once improved and his restlessness and 
delirium very quickly disappeared, accompanied by a corre- 
sponding drop in the pulse rate. Six days later, when the 
intestinal fistula spontaneously closed, a recurrence of these 
symptoms was noted, which was promptly relieved by reopen- 
ing and again irrigating the intestine. 

Nesbitt further points out that if the fate of lecithin in 
the intestinal canal, which is not definitely known, is as Broca 
assumes, then caution should be observed in the use of certain 
foods that have been considered heretofore most nutritious and 
healthful. Chief among these are eggs, which are rich in 
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lecithin and which when broken up in the intestinal canal by 
bacterial action may under certain conditions set free large 
amounts of poisonous neurin. 

Clairmont and Ranzi in their interesting paper point out 
the fact that the filtrate of normal intestinal contents injected 
into animals produces no results, while the filtrate from the 
afferent loop of an ileus produces very grave and even fatal 
results when injected into animals in large enough doses. 
These experimenters also found that the filtrate from the intes- 
tinal contents of an ileus of the small intestine possesses much 
more marked toxic qualities than that from the large bowel, 
and that the symptoms were the same in experimental ileus in 
animals as in the human subject. Kukula * has been able to 
isolate putrecin from the contents of a strangulated loop of 
bowel in a hernial sac. These observations all help to explain 
the toxzemia and paresis of the bowel observed as one of the 
later phenomena to develop in the course of an intestinal 
obstruction. 

The shock and intense depression observed in the unre- 
lieved cases is accounted for by the disturbed circulation in the 
obstructed portion and by the absorption from the afferent 
loop of poisonous toxines such as those described by these 
observers, in quantities sufficient to give rise to profound de- 
pression of the vital centres and at times even to death itself. 

F. T. Murphy, of Boston (private communication), in 
some observations on experimentally-produced ileus in cats 
finds that an obstruction to the venous flow in the constricted 
loop was the greatest factor in producing the classical symp- 
toms. In cases where the arterial supply was cut off, the symp- 
toms were fairly well marked after eighteen to twenty-four 
hours. If examined after one-half hour, very little change 
was found in the obstructed loop. 

In cases where the arterial supply was not cut off, but 
where the venous return was obstructed, there was very evident 
and almost immediate distress. 

Within thirty minutes to an hour the animals vomited 
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and lost their muscular tone. These animals usually died 
within twenty-four to thirty-six hours. The abdomen opened 
one-half hour after such an operation, showed the walls of the 
obstructed loop markedly discolored and cedematous and much 
bloody fluid was found in the abdominal cavity. 

Microscopically, the intestine with the obstruction to the 
venous return showed much more rapid and greater destruc- 
tion to the mucous membrane than those with the arterial 
supply or the whole mesentery cut off. 

Murphy thinks a vasomotor paralysis plays an important 
part in the production of the collapse so frequently noted in 
severe cases. In the production of this paralysis, the obstruc- 
tion of the venous flow seems to be the important factor. 

As to the frequency of occurrence of this complication, as 
already indicated from my own experience, and after a more 
or less careful survey of the literature, it can be stated that it is 
by no means rare. It is rather remarkable, in fact, that it is 
not more frequent when one considers the vast number of oper- 
ations being constantly performed, and that by surgeons of 
limited experience, unskilled in the niceties of surgical manipu- 
lation and in the refinements of the art, where unnecessary 
traumatism of the exposed peritoneal surfaces is not infre- 
quently inflicted. This, together with faulty methods of peri- 
toneal drainage and deficient care of patients after surgical 
operations, makes it rather a source of wonderment that so 
few instead of so many cases are the subject of this grave 
complication. Undoubtedly some deaths are attributed to 
peritonitis which are due to intestinal obstruction and vice 
versa. 

The symptoms of the two conditions, as pointed out by 
Warbasse,2! are so nearly identical as to make the diagnosis 
at times very difficult. ‘‘ The clinical pictures,” said he “ are 
so similar that were it not for the peculiar symptom of the 
rigidity of the abdominal muscles observed in peritonitis, it 
is often difficult or impossible to distinguish intestinal obstruc- 
tion from peritonitis. Clinically, paresis of the bowel is the 
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same as intestinal obstruction, and gives rise to the same 
symptoms.” 

Peck *? points out that many of the cases of postoperative 
obstruction are due to kinks and bands which partially constrict 
the lumen of the bowel, until an attack of indigestion or some 
indiscretion in diet, produces an unusual gas formation in the 
afferent loop, with increased peristalsis acting against the point 
immobilized by the adhesions. The obstruction thus becomes 
complete and gas ceases to pass the obstructed point. This 
is well illustrated by Case VIII of our series. This patient 
was a boy fourteen years of age who twelve days after the 
drainage of a large appendicular abscess developed the usual 
symptoms of intestinal obstruction. He had been progressing 
favorably except for slight difficulty in obtaining a satisfactory 
bowel movement, when after eating heartily of fruit cake given 
him by a foolish mother, vomiting, visible peristalsis, meteor- 
ism and obstinate constipation developed. His leucocytes 
advanced from normal to twenty-two thousand. After ene- 
mata and mild cathartics had failed, the abdomen was re- 
opened. The second incision was made through the left rectus 
because he referred his pain to this side and the visible peris- 
talsis seemed to stop at this point. A kinked loop of ileum was 
found adherent about a small localized abscess between coils 
of intestine; this was evacuated and disinfected, the loop 
freed, and the abdomen closed. The patient made a prompt 
recovery. 

In some cases early palliative treatment may be effective 
in avoiding the necessity for a secondary surgical operation. 
Provided the obstruction is in the large bowel, it may be possi- 
ble to straighten out the kink or possibly disentangle a volvulus 
by elevating the patient’s hips, distending the large intestine 
with water through a tube passed into the rectum, abdominal 
massage, atropine in large doses, etc. This is illustrated by 
two cases in my series, one of which is of unusual interest on 
account of the number of times volvulus has developed and 
been relieved in this manner. 
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This patient, a man, aged forty-seven years, was first ad- 
mitted to the Johns Hopkins Hospital in January, 1890, with a 
history of definite intestinal obstruction lasting for six days. 
The history suggested volvulus of the sigmoid. Attempts were 
made to relieve by large enemata but to no avail. Dr. Halsted 
operated; median incision. Colon enormously distended down 
to the sigmoid, which was found to be the seat of a complete 
volvulus. No peritonitis, mesosigmoid large and broad; volvulus 
untwisted. Closed without drainage. 

The patient had no recurrence until two years later, when 
he returned to the hospital with a history of obstruction of five 
days’ duration. Enemata gave only partial relief. After several 
days an operation was performed; some coils of small intestine 
were found adherent to the line of previous incision. A long nar- 
row band 5 mm. in diameter, 15 cm. long, extending from a point 
on the descending colon to the anterior abdominal wall. <A loop 
of descending colon was caught behind this and almost com- 
pletely constricted. The band was ligated and excised. The 
colon was enormously distended and mesocolon abnormally long 
throughout its entire length. A complete volvulus of the sigmoid 
was found. Recovery good. 

Since that time up to January 1, 1906, the date of his last 
admission, he has returned to the hospital just twenty-eight times, 
averaging two attacks a year, for the relief of his recurrent 
obstruction. It has been possible in all of these attacks to relieve 
him completely by elevating the hips and distending the rectum 
and sigmoid with water. I may add that he will not agree to a 
radical operation directed toward preventing the recurrence, pre- 
ferring to get along as he is. 

The other was a youth of 19, operated upon during an attack 
of mild catarrhal appendicitis. The patient made an uninter- 
rupted recovery for five days, when he began to complain of some 
discomfort in the bowels, which had not been satisfactorily moved 
up to this time. Enemata only partially effectual. Cathartics 
no better. On the eighth day he began to vomit and visible 
peristalsis was noted. Temperature slightly elevated. Abdomen 
moderately distended. His pain was referred to the left lower 
quadrant. The patient’s hips were well elevated and the rectum 
and sigmoid distended with large enemata. Vigorous massage 
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and kneading of the abdomen were administered at the same time. 
After one-half hour of this, an audible gurgle was heard and in 
a few minutes a copious movement of the bowels took place, with 
the escape of a large quantity of flatus, accompanied with com- 
plete relief of his symptoms. 

Dr. Thomas S. Cullen has kindly furnished me with a report 
of a somewhat similar case, a patient of his who ten days after 
an operation for diffuse peritonitis from a ruptured appendix 
developed symptoms of intestinal obstruction. The patient lived 
a long distance in the country, and three days after obstructive 
symptoms had developed he was removed to the city, which neces- 
sitated a long drive over rough roads with a good deal of jolting. 
When he arrived at the hospital his condition was better, his 
vomiting, which had been fecal in character, subsided, and he 
shortly had a succession of bowel movements with complete relief 
of his symptoms. 


A point of considerable interest to all abdominal surgeons 
is the question of the formation and disappearance of adhe- 
sions in certain cases where the abdomen had been opened and 
found to be the seat of a well-developed peritonitis. The fact 
that in some cases the adhesions disappear completely and 
that early, and in others they do not disappear at all, or, at 
any rate, to a very much less extent, has been noted by many 
observers. The reason for this is, to my mind, not altogether 
clear. The presence of fluid, salt solution, effusions of one sort 
or another, etc., have been assigned by some as the cause 
for their nonappearance. Early change of position, massage, 
vigorous catharsis, doing away with drainage, lessening trau- 
matism, absence of all foreign bodies in the peritoneal cavity, 
have been assigned by others. 

I was much impressed in one case of my series by the 
absence of adhesions, Case XI—Dr. G., upon whom I had 
operated three weeks previously for a perforating typhoid 
ulcer with the existence of a widespread peritonitis. At that 
time, I was in the habit (a practice which I have since dis- 
continued) of irrigating thoroughly the peritoneal cavity and 
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removing by vigorous wiping with pledgets of gauze the fibrin 
adherent to the intestinal loops. This had been thoroughly 
done after a more or less complete evisceration. At the time 
of the second operation, three weeks later, not a single adhesion 
could be found in the abdominal cavity except at the point of 
suture of the perforating ulcer, which had adhered to another 
coil of small intestine and produced a sharp angulation of the 
adherent coil, which in turn had given rise to the obstruction. 

On the other hand, in Cases IV and VII adhesions of 
the densest character were found matting the intestines to- 
gether into a fused mass which it was impossible to unravel. 
All three of these cases had been subjected to the same treat- 
ment; traumatism of the intestinal coils more or less marked, 
well-marked peritonitis, extensive gauze drain, intestinal par- 
esis quite well developed for several days after the initial 
operation, etc., with diametrically opposite results, so far as 
the formation of adhesions was concerned. 

This brings up the question of the ability of the surgeon 
to limit the formation of peritoneal adhesions. My experience 
leads me to believe that the production of adhesions and their 
subsequent disappearance is a matter over which the surgeon 
has little control. One can do a certain amount toward pre- 
venting their formation, but it is impossible to prevent them 
altogether. Sonnenberg, quoted by Loevinsohn, is of the 
opinion that toxines passing through the intact bowel-wall 
give rise to adhesions in those cases where they are present 
without demonstrable lesion. 

Baisch reports a series of experiments upon animals in- 
tended to show the causation. He produced a variety of 
lesions of the peritoneum, parietal and visceral. He concludes 
from his observations that the formation of adhesions is de- 
pendent upon the presence of blood, even in minute quantity, in 
the peritoneal cavity. He conducted two series of experiments, 
producing similar lesions in each. In the one complete hemo- 
stasis was employed. In the other, varying amounts of blood 
were allowed to remain in the peritoneal cavity. In the first 
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series, no adhesions developed, while in the other they were 
constantly found present. 

In support of this proposition, he quotes the statistics 
from Zweifel’s clinic, noted for his blood-free technique, who, 
in eight hundred laparotomies, had only two cases of postopera- 
tive ileus, both of which occurred in cases exhibiting extensive 
adhesions at the time of the primary operation. 

Martin has recommended the application of sterile oil 
to the denuded areas. 

Cargile membrane has a very limited usefulness. The 
presence of fluids,—for instance, salt solution, in the abdominal 
cavity is of doubtful efficacy owing to the rapidity of absorp- 
tion. 

W. J. Mayo’s ** suggestion that the presence of. fluid in 
the abdomen prevents the formation of adhesions in the case of 
tuberculous peritonitis is probably correct, but in that disease 
the fluid is in quite large amount and remains for a long time. 
The two conditions are hardly analogous. 

The limiting of the amount of packing and the use of 
materials which least excite adhesive peritonitis are to be recom- 
mended. It is well to avoid drainage altogether where possible, 
but, in case it is necessary, the greatest care should be exercised 
in the proper placing of the drain. If a drain can be so 
placed as to be surrounded on the one side by visceral and on 
the other by parietal peritoneum, the chances of the formation 
of obstructive adhesions are much lessened. 

Early catharsis, recommended by some, is of questionable 
value. In fact, it seems to me to be contraindicated in a 
considerable number of cases. The early rather extravagant 
claims of the advocates of atropine and eserine have not been 
borne out by more extensive observations. Frequent change 
of position may be of advantage in certain conditions. It 
is obviously impossible in others. For instance, in that inter- 
esting group of cases of dilatation of the duodenum and 
stomach, gastromesenteric ileus (of Zade) due to obstruction 
of the duodenum by the superior mesenteric vessels, associated 
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with Glenard’s disease, it is indicated. In one of the fatal ca. +s 
of my series, this was the cause of death. 


This patient, a woman, aged forty-six, had been operated 
upon eighteen months previously by another surgeon for some 
pelvic trouble. On September 7, 1904, I did a pyloroplasty for 
persistent indigestion, nausea and vomiting. The pylorus was 
somewhat contracted with a scar on the anterior wall. The 
stomach moderately dilated; pylorus and duodenum high up 
under the liver. The patient began vomiting after recovery 
from ether. This persisted unrelieved for seven days in spite 
of lavage, etc. Vomitus odorless, bile-stained. Pulse rapid, 
weak throughout. Bowels moved well. Patient had slight 
cough. Died seven days following operation. 

Autopsy showed beginning bronchopneumonia of left lung. 
Suture perfect; no sign of peritonitis; stomach moderately 
dilated, the first portion of the duodenum markedly so up to the 
point where it passes beneath the mesenteric vessels. Below this 
point the intestine was collapsed. On opening the intestine at 
this point, no lesion was found. Small intestine was pushed 
well down into the pelvis. Had a diagnosis of the cause of the 
ileus been made earlier, a change in position might have brought 
about relief. 


It would lead us too far afield to discuss at this time this 
most interesting variety of ileus, originally described by Roki- 
tansky *4 in 1842, and which has of late begun to attract atten- 
tion among abdominal surgeons, but it is a fact worthy of note 
in passing that Dr. Byron Robinson,?® of Chicago, in 1900 
appears to have been the first one in this country to bring this 
condition to the attention of the profession in a publication. In 
a recent communication to the Johns Hopkins Medical Society, 
I gave credit to another, but on further investigation, I believe it 
properly belongs to Dr. Robinson, and I take this opportunity 
of correcting my former misstatement. Those who are inter- 
ested, I would refer to Dr. Robinson’s original article in the 
Cincinnati Lancet Clinic, December 8, 1900, and to the recent 
reviews of the subject by Zade,”* Kelling 2* and Neck.*8 
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From a study of my own series, it would appear that 
obstruction occurs in the majority of cases early,—that is, 
before the patient leaves the hospital, fourteen occurring early 
and twelve late, according to Broca’s classification. The dis- 
parity in number between the two groups, however, does not 
seem to be as great as one would naturally suppose. Of the 
fourteen early ones, ten occurred within the first week, all 
within three weeks. Of the late cases, five occurred within six 
months and three were over five years. 

Of my series of twenty-six cases, twenty-two were oper- 
ated upon a second time for obstruction. Appendicitis, acute 
or chronic, seems to have been the most fruitful cause. Six- 
teen or 61.5 per cent. followed appendicitis, either acute or 
chronic. Two followed operations for strangulated hernia, 
two typhoid perforation, two cholelithiasis. One case each 
followed operations for pyloroplasty, tuberculous peritonitis, 
volvulus and nephrotomy. The last was the only case of my 
series in which the peritoneal cavity was unopened. Although 
only two cases of my series were associated with hernia, it 1s 
a very important etiological factor, as pointed out by Schede. 


A most interesting case of postoperative obstruction has 
recently occurred in the Surgical Clinic at the Johns Hopkins 
Hospital. The patient, an old man, upon whom perineal prosta- 
tectomy had been performed by the house-surgeon, Dr. Sowers, 
gave a history of having had a right inguinal hernia for forty- 
five years and one on the left for four years. The note at the 
time says “a double inguinal hernia most marked on the left 
side. Easily reduced.’’ During the operation for prostatec- 
tomy, both herniz were reduced. The patient stood the operation 
well but vomiting began within a few hours. This continued in 
spite of lavage and rectal feeding. Abdominal pain was pro- 
nounced. Most of his pain was referred to the bladder and 
supposed to be due to the operation. Constipation was present, 
no result from the enemata. 

On the second day it was noticed that the amount of urine 
was much diminished. It was supposed then that his trouble 
was due to suppression of the kidney function. His condition 
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remained practically unchanged up to the time of his death, on 
the fifth day. His abdomen was only moderately distended and 
nothing specially noted here. It was supposed his death was 
due to suppression of urine and asthenia. 

The autopsy showed a cloudy swelling of the kidneys. 
Marked arteriosclerosis. Intestinal coils were distended and 
pale except a number of coils in the right iliac fossa, which were 
dark red; the small intestine collapsed for a considerable distance 
from the ileocecal valve. At this point a volvulus was found 
with a twist of one and one-half turns. On untwisting the intes- 
tine, the mesentery was found thickened and coils of intestine 
adherent to each other, and to the thickened mesentery by old 
fibrous adhesions; the reduction of the adherent hernial loops 
en masse had produced the obstruction. The diagnosis was 
obscured in this condition by the absence of signs referable to 
the hernia; the subjective symptoms all referred to the bladder. 


The cause of obstruction was kinking in seven cases; 
adhesions alone, seven; bands, three; volvulus, two; loop 
caught beneath adherent loop, one; cicatricial stenosis, one; 
gastro-mesenteric ileus, one; adynamic ileus, one; cause un- 
known in three. In twenty-three of the cases the cause of 
obstruction was definitely known. Of these, in eighteen, or 78 
per cent., the obstruction occurred either directly or indirectly 
as the result of peritoneal adhesions. It will thus be seen that 
of all the factors concerned in the causation of intestinal ob- 
struction, peritoneal adhesions exercise by far the greatest 
influence. 

The seat of the obstruction was in the small intestine in 
twenty cases, within the lower twelve inches of the ileum ten, 
exact position not stated ten, pylorus or duodenum three, sig- 
moid two, ascending colon one. 

Peritonitis more or less general was present at the time 
of the primary operation in fifteen cases. At the time of the 
secondary operation it was found present in eight. It was the 
cause of death in three of the fatal cases. The treatment 
employed was freeing of the adhesions in nine cases, enter- 
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ostomy in nine, primary intestinal anastomosis in two, explora- 
tory laparotomy, nothing done, in two; no operation in four. 

Of the fatal cases, four died without relief from the 
obstruction, three from peritonitis, and three from symptoms 
suggesting toxzmia. 

That drainage plays a very important part in the develop- 
ment of postoperative obstruction is agreed by all surgeons. 
It is somewhat surprising then to note that of our series, sixteen 
cases were drained, whereas ten, 38.4 per cent., were not 
drained. Drainage, therefore, is not the only factor to be 
considered. 

Enterostomy was performed nine times; in three in- 
stances it was followed later by a secondary anastomosis. Of 
these cases, four recovered and five died. The value of enteros- 
tomy in intestinal obstruction is as yet undetermined, but that it 
has a place and that it is a life-saving procedure in many in- 
stances cannot be gainsaid. That it has obvious objections, is 
equally apparent. In a recent communication by Dr. Pancoast 
and myself *° we have called attention to some if its advan- 
tages. That I have saved life by the establishment of an intes- 
tinal fistula where more extensive operation was out of the 
question, I am perfectly convinced. 

Where bands exist they should be excised, adhesions 
should be freed and the intestinal coils placed in as favorable 
position as possible to prevent obstruction from the formation 
of subsequent adhesions. Where the bowel has been injured 
and its viability is doubtful, it is better when possible to do 
immediate resection followed by anastomosis. This is illus- 
trated by Case XXI, whom I operated upon for a strangulated 
femoral hernia. The bowel looked a bit doubtful, but owing 
to the patient’s poor condition I deemed it wiser to take the 
chances and dropped the injured loop back into the abdominal 


cavity. She made a good recovery, but began to complain, 
after a few weeks, of symptoms of intestinal obstruction. 
These increased in severity until the obstruction became almost 
complete. Seven months after the initial operation, I reopened 
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the abdomen and found an obstruction of the intestine due to 
a tight cicatricial contraction at the point where the bowel 
had been found constricted at the previous operation. The 
lumen at this point was not more than 5 mm. in diameter. I 
did a lateral suture anastomosis. She made a good recovery. 

In my series, there was but one case of adynamic ileus 
unassociated with peritonitis and this was the only case in 
which the peritoneal cavity was unopened. 


This patient, a man aged forty years, suffering from per- 
sistent hemorrhage from the right kidney, was operated upon by 
another surgeon. I was present at the primary operation, which 
was very well done, no undue traumatism having been inflicted. 
The kidney was exposed without much difficulty, incised and 
drained. The patient stood the operation well but took the ether 
rather badly. Shortly after the operation, a moderate amount 
of meteorism developed, which persisted for four days in spite 
of all efforts to overcome it. During this time there was no 
movement of the bowels and vomiting had been persistent and 
most distressing. The vomitus was chiefly bile-stained fluid, 
containing no fecal odor. At the end of this time, the patient’s 
condition becoming distinctly worse, it was thought best to 
explore. 

I opened the abdomen on the fifth day and after a careful 
exploration of the entire abdominal contents, could find nothing 
except a universal distention of the intestinal tract. It seemed 
perhaps a little more marked in the ascending colon than else- 
where. There was no sign of peritonitis. A rectal tube was 
passed and a considerable amount of gas and feces was syphoned 
off by stripping the intestine downward in the direction of the 
fecal current. This was followed by only temporary relief, 
meteorism recurring on the next day. An enterostomy was 
performed in the hope of relieving the distention, but it was of 
no avail. Apparently an infection of the peritoneal cavity 
occurred at the point of the enterostomy wound, for some days 
later the patient died with symptoms of peritonitis. 

Autopsy showed a fresh peritonitis starting from this point, 
grafted upon a universal distention of the intestinal coils, This 
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was the only death in my experience that could in any way be 
traced to infection from the enterostomy opening. 


As has been said before, postoperative ileus other than the 
mechanical variety is most frequently associated with an 
inflammation of the peritoneum, more or less widespread. 
That a circumscribed peritonitis will stop peristalsis cannot be 
denied. Just how this is brought about is not definitely known, 
but that it is at times observed associated with a very sharply 
localized peritonitis of a low grade, is illustrated by a case 
reported by Dr. Halsted.2° This patient was operated upon 
for gall-stones. At the operation there was found an ileus 
of the first portion of the duodenum and the pyloric end of 
the stomach. Corresponding accurately to this distended por- 
tion of the bowel, was a slight peritonitis scarcely more than 
an injection of the serosa and an exudate only enough to 
cause very slight adhesions between the duodenum and gall- 
bladder. The vascular injection seemed to correspond accu- 
rately to the limits of the dilatation. 

Disturbances more or less marked to the innervation and 
circulation of the bowel-wall are certainly important factors in 
the causation of these forms of ileus, but, in addition to this, 
it is highly probable that the absorption of toxines, as referred 
to earlier in this paper, from the obstructed portion of the 
bowel, plays a most important part, the full significance of 
which is not at present understood. 

Reichel *! has shown by experiments that artificial kink- 
ing of the intestine is of itself not enough to produce complete 
occlusion, but in addition there must be a surrounding peri- 
tonitis. He concludes that the greater number of such in- 
stances have peritonitis as the primary factor. Over-disten- 
tion by large and frequently repeated enemata has been known 
to be followed by temporary intestinal paresis. 


CONCLUSIONS. 


(1) Broca’s classification into early and late varieties 
simplifies the diagnosis. In the former class, which so fre- 
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quently is associated with peritonitis, the differential diagnosis 
as to variety is always difficult and often impossible. In the lat- 
ter, which is composed almost exclusively of the mechanical 
form, it is usually easy. 

(2) Adhesions are the chief factor to be reckoned with in 
an attempt to prevent the occurrence of postoperative ileus, 
and efforts directed toward this end are likely to be productive 
of the best results. 

(3) That drainage exercises a marked influence in the 
production of adhesions cannot be denied. 

(4) Treatment.—Prompt operation is indicated in every 
case after palliative measures have been given a fair trial and 
have failed. The character of the operation depends upon the 
nature of the obstruction and the condition of the patient. 

(5) The prognosis is unfavorably influenced by the pres- 
ence of infection. In its absence, it is excellent. 


REPORT OF CASES. 


Case I.—Mr. M., aged 47, admitted January 9, 1890. His- 
tory of obstruction of one week’s duration. Volvulus of the 
sigmoid; mesosigmoid very long and broad. Gut untwisted 
and wound closed, without drainage. 

Second admission, December 22, 1892. Similar symptoms 
as at previous operation of five days’ duration. 

Operation, December 29, 1892.—Small intestine adherent 
to the anterior abdominal wall at a distance of 10 cm. Long 
narrow band extending from a point on the descending colon 
to the anterior abdominal wall behind, where a loop of large 
intestine was caught. There was also a double volvulus of 
the sigmoid. This was untwisted, the band ligated and the 
abdominal wound closed. The patient was subsequently admitted 
twenty-eight times for obstruction. It has been possible in all 
of his subsequent attacks to relieve him by high enemata. 

Case II.—Mr. H., aged 53, admitted February 29, 1904, 
with symptoms of acute appendicitis and spreading peritonitis. 
Operation, appendectomy, irrigation of the abdominal cavity with 
salt solution, iodoform gauze drainage to the stump of the appen- 
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dix and to the pelvis. About the fourth day he began to show 
symptoms of intestinal obstruction and an opening was made 
through the old incision into the intestine. On passing the rectal- 
tube into this opening, an obstruction was encountered, which 
gave way with immediate relief to the patient. The intestine 
was washed out and there was no further trouble. Fistula closed 
spontaneously. 

Case III.—Miss F., aged 42, had been operated upon twice 
previously, the first operation being for ventral fixation, the 
second for appendicitis (chronic). 

At the second operation a McBurney incision was made and 
a chronic appendix was removed. A few fine adhesions around 
the right ovary. The wound was closed without drainage. Ex- 
cept for a slight constipation, the patient was well for seventeen 
months following the second operation, then she began suddenly 
to have severe abdominal pain after a full meal. This rapidly 
became worse; temperature and pulse remained normal. The 
abdomen was tense and quite hard, gurgling could be heard occa- 
sionally but no visible peristalsis. There was tenderness in the 
right iliac fossa. No vomiting. An enema gave no results. 

Operation.—Right rectus incision; 12 inches of small intes- 
tine was found black and with a very foul odor. This was 
produced by a loop of intestine becoming adherent by a band to 
the region of the sigmoid, and with this as a centre a volvulus 
had taken place. The lower portion of the involved intestine 
was 6 cm. from the ileoczcal valve. The affected intestine was 
resected, an end-to-end anastomosis performed, and the wound 
ciosed without drainage. 

The patient made a good recovery. 

Case IV.—Mr. M., aged 28. Primary operation, appen- 
dectomy and drainage for acute appendicitis and general perito- 
nitis. Right and left rectus incisions. Gauze drainage. Eigh- 
teen months after he developed symptoms of obstruction following 
a hearty meal. When seen twenty-four hours after the onset, 
there were colicky pains, distention, nausea and vomiting. 

Operation.—The intestines were found much matted to- 
gether by extensive adhesions, making it impossible to locate any 
definite point of obstruction. The most distended loop was 
brought into the wound and opened. The patient’s condition 
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became very bad on the table and he died twenty-four hours 
later unrelieved. 

Case V.—Mr. D., aged 16, admitted May 15, 1903. Primary 
operation, appendectomy and drainage of an appendix abscess 
for acute gangrenous appendicitis. Six months later the usual 
symptoms of obstruction appeared. 

Operation—One loop of ileum was found adherent pos- 
teriorly in the region of the cecum. Another loop had slipped 
under this, producing an obstruction. The adhesion was freed, 
the loop beneath found in good condition and the abdomen closed 
without drainage. 

Good recovery. 

Case VI.—G. W.,aged 13, admitted May, 1902. Primary 
operation for acute appendicitis and general peritonitis. Appen- 
dectomy and gauze drainage. 

Two years later he was taken with severe pain in the abdo- 
men, of a crampy character, which had been present two days 
before admission. Vomiting had been persistent; abdomen dis- 
tended; pulse 100; obstipation. 

Operation.—A band was found extending from the scar to 
a loop of small intestine, which was partly twisted around it, 
causing an obstruction. Two other bands were found extending 
from the scar to other coils of the intestine but doing no harm. 
These were all resected and the abdomen closed. 

Good recovery. 

Case VII.—Mr. B., aged 20. Primary operation, appendec- 
tomy for acute perforative appendicitis and general peritonitis. 
Large amount of gauze drainage. Patient has had four or five 
attacks since operation similar to the present one; last one six 
months ago. 

Three days before admission he was taken with sudden cramp 
in the abdomen in the region of the old scar. Has vomited since 
the onset. Pulse and temperature have been normal; bowels 
have moved slightly with enemata. There has been no visible 
peristalsis. There is some deep tenderness to the right and above 
the umbilicus on palpation. 

Operation—Numerous loops were found adherent one to 
the other. No definite point of obstruction could be found. One 
acutely inflamed loop was left in the wound, packed about with 
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gauze. Four days later an enterostomy was done at this point. 
One month later, a secondary laparotomy was done, but on 
account of the condition of the patient and the difficulty in locat- 
ing the obstruction, a lateral anastomosis was made between loops 
above and below the mass of adherent intestine. 

Good recovery. 

Case VIII.—H. H., aged 14, admitted November 12, 1905. 
Primary operation, drainage of appendix abscess, appendix not 
found. Bowels moved well after the operation. Twelve days 
after the operation the patient began to complain of pain at inter- 
vals in left lower abdomen. At the time of the occurrence of a 
paroxysm of pain, there was tenderness in this region but not 
between. There was slight fulness of the abdomen on the left 
side; visible peristalsis was present. 

On the following day the patient vomited quite frequently 
and peristalsis was much more marked. Enemata were ineffec- 
tual. No rise in pulse rate or in temperature. 

Operation.—Left rectus incision; loop of small intestine was 
found kinked upon itself by some adhesions which had formed 
between it and the wall of the old abscess cavity. These were 
freed and the abdomen closed without drainage. 

Good recovery. 

Cas—E IX.—Mr. W., aged 54, admitted October 31, 1904. 
Primary operation, appendectomy for acute perforative appendi- 
citis and localized peritonitis; iodoform gauze drainage. Third 
day after operation, began to complain of distention and had some 
vomiting, which was relieved for the time being by stomach 
washing. On the fifth day symptoms of intestinal obstruction 
became more evident, vomiting had continued, enemata were 
only partially effectual, and restlessness had become a marked 
feature. Pulse at this time, 140. 

Operation.—Enterostomy through the old wound. A large 





amount of fecal matter and gas was expelled and the intestine 
was washed out with salt solution. Following this, the patient’s 
condition improved. Six days later the fistula closed with a 
return of the former toxic symptoms. Reopening the fistula 
resulted in almost immediate improvement. 

Third operation, twenty-one days after primary operation.— 
A kink was found in the lower portion of the small intestine, due 
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to adhesions about the original wound. This was freed and the 
abdomen closed. Following this, however, the patient did very 
badly and although infused and stimulated, died twenty-four 
hours later. 

CasE X.—Mrs. T., aged 39, admitted May 14, 1904. Pri- 
mary operation, appendectomy for acute appendicitis and spread- 
ing peritonitis. Jodoform gauze drainage. The patient con- 
tinued to vomit for thirty-six hours after the operation. There 
was a slight movement of the bowels on the second day. On 
the third day, however, vomiting again began and was persistent. 
The abdomen was symmetrically distended; enemata were 
entirely ineffectual; there was only a slight rise in the pulse rate. 

Operation.—A distended loop was found in the old wound 
and opened. Irrigation into the efferent loop came out of the rec- 
tum, and it was found impossible to irrigate the afferent loop. 
Four hours later, under ether anesthesia, the abdomen was 
opened through a left rectus incision. A distended loop was 
opened and the intestine emptied of its contents. It was then 
fixed in the abdominal wound. The patient was relieved in a 
short time. The enterostomy opening on the left side closed 
spontaneously ; that on the right was closed by a lateral anasto- 
mosis five weeks later. 

Case XI.—Dr. G., aged 25. Primary operation, laparotomy 
for typhoid perforation and spreading peritonitis. lodoform 
gauze drainage. The patient had made a good recovery, and had 
been sitting up for two or three days, when the signs of an 
obstruction began to develop. This was between three and four 
weeks after the primary operation. There was pain, nausea, 
vomiting, asymmetrical swelling of the abdomen, much more 
marked upon the left than on the right side. 

Operation.—A band was found stretching across from the 
old scar to the left lateral abdominal wall, obstructing beneath 
it a loop of small intestine. The band was resected with relief 
of the obstruction. 

Good recovery. 

Case XII.—Miss R., aged 24. Primary operation, appen- 
dectomy for chronic appendicitis. McBurney incision. Particu- 
lar care was taken to turn in all raw surfaces and the meso- 
appendix. Six months later, the patient had symptoms of 
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obstruction while at home in a distant city. Operation at that 
time by a local surgeon demonstrated an obstruction in a loop 
of small intestine due to kinking from an adhesion to the stump 
of the appendix. Adhesion divided and the abdomen closed. 

Good recovery. 

Case XIII.—Mr. L., aged 35, admitted February 4, 1902. 
Primary operation, appendectomy for acute perforated appendi- 
citis and localized peritonitis. Jodoform gauze drainage. The 
patient did not do well; there was no distention, but bowels 
could not be moved and he suffered from constant nausea and 
vomiting. By the end of twenty-four hours he was vomiting 
almost continuously, large quantities of dark material being 
expelled every few minutes without effort. Lavage of the 
stomach afforded no relief. The face was drawn and pinched. 

Operation.—A distended coil of intestine was opened through 
the old wound. Large amount of foul-smelling material escaped. 
Following this, the patient did well. four months later, a lateral 
anastomosis was done to close the fistula. 

CasE XIV.—Mrs. S., aged 80, admitted February 1, 1905. 
Primary operation for gangrenous appendix. lodoform gauze 
drainage. Second operation four months later for strangulated 
left femoral hernia. Six years after the primary operation, the 
patient was seized with severe abdominal cramps, nausea and 
vomiting which persisted for five days. Constipation had been 
present during this time. There had been no fever at any time. 
When seen by me, abdominal distention was marked, asymmetri- 
cal, being most pronounced in the right lower and left upper 
quadrant. The vomitus consisted of bile-stained mucus. 

Operation.—On opening the abdominal cavity, the right 
lower quadrant was found filled with a sticky sero-purulent fluid. 
At the upper portion of the incision this was slightly bile-stained. 
On continuing the incision up toward the costal margin, the 
presence of bile became more pronounced. No perforation of 
the gall-bladder or ducts could be found. Intestines were every- 
where distended and covered with lymph. Adhesions very pro- 
nounced, especially in the right lower quadrant, where an obstruc- 
tion at the ileoczecal valve was made out. The patient’s condition 
at this time became so grave that the operation was discontinued 
and the abdomen closed. She died a short time later. 
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CasE XV.—Mr. P., aged 21, admitted August I9, 1902. 
Primary operation, laparotomy for typhoid perforation. Small 
perforation in the ileoczecal valve, closed with silk suture. Ab- 
dominal cavity irrigated with hot salt solution. JIodoform gauze 
drainage placed in the pelvis. The patient’s condition the next 
day was very satisfactory; tenderness and muscle spasm over 
the abdomen were much less. At eleven o’clock p.m. the patient 
complained of abdominal pain and vomited; had slight movement 
of the bowels following enemata. Cramp-like abdominal pain 
complained of occasionally. The next morning, his condition 
not having improved, the abdominal wound was opened, gauze 
drainage removed and a distended loop brought into the abdom- 
inal wound, packed off with gauze and opened. The bowel was 
irrigated in both directions and a large quantity of fecal matter 
was washed out. The stomach and rectum were also washed out. 
Following this, the patient’s condition seemed to improve and 
that night after the stomach, intestine and rectum were irrigated, 
the patient was decidedly relieved. This improvement continued 
for two days. On the following day he became worse, tem- 
perature and pulse both being elevated, and, in spite of all 
efforts toward stimulation, died two days later. 

Autopsy showed a perforation 15 cm. from the ileocecal 
valve which had been sutured but from which there had been 
some leakage. This, however, had been entirely walled off by 
adhesions which had produced a sharp kinking of the ileum at this 
point. There was no general peritonitis. 

CasE XVI.—Mr. S., aged 40, admitted January, 1906. 
Primary operation, nephrotomy and drainage for hemorrhage 
from the right kidney. Lumbar incision. Peritoneal cavity not 
opened; patient came into the hospital morning of the operation, 
and bowels did not move with an enema. Vomited considerably 
more after ether than is usual and at intervals on the following 
day. The next day the vomitus began to have a brownish color 
and slight odor. There was considerable distention but no visi- 
ble peristalsis. Up to this time, an enema had been ineffectual. 
In the afternoon of the second day quite a quantity of fluid fecal 
matter came through the rectal tube. On the third day, the dis- 
tention became more marked; nausea and vomiting still present, 
and there was visible peristalsis. The patient became very rest- 
less and the pulse more elevated. No movement of the bowels. 
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On the fourth day the abdomen was opened and the small 
intestine found everywhere distended and also the cecum. The 
transverse colon and sigmoid were collapsed. Some adhesions 
about the hepatic and splenic flexures were broken up, but these 
seemed hardly enough to produce the symptoms. A distended 
loop of small intestine was fixed in the wound with gauze. The 
next day, as the patient’s condition was no better, the intestine 
was opened, with the escape of gas but no fecal matter. Attempts 
at washing out the intestine were unsuccessful, as it was found 
impossible to pass the stomach-tube for any distance. There was 
some improvement for thirty-six hours following the evacuation 
of gas but no relief of the obstruction, and the patient died four 
days after the secondary operation. 

Autopsy showed a pretty widespread peritonitis with the 
lower six inches of ileum tightly bound down by adhesions, pro- 
ducing a stenosis in that region. 

Cas—E XVII.—R. J., aged —, admitted May 9, 1903. Pri- 
mary operation, appendectomy for perforated appendix with 
extensive spreading peritonitis. Gauze drainage to pelvis and 
stump of the appendix. Three months later the patient returned 
with symptoms of partial obstruction, crampy abdominal pains 
and vomiting at intervals. Bowels moved only slightly with 
enema. 

Operation.—A number of adhesions were found between the 
neighboring coils; no definite kinking or other form of obstruc- 
tion. Adhesions freed and abdomen closed. 

Good recovery. 

Case XVIII.—Mr. McL., aged 19, admitted December, 1905. 
Primary operation, appendectomy for appendicitis probably asso- 
ciated with influenza. Wound closed without drainage. The 
patient did well until the fifth day, when after an attempt to move 
the bowels with cathartics and enema he developed pain in the 
left side with asymmetrical distention over this area. As his 
symptoms were not violent, further efforts were made to relieve 
the bowels during the next day. On the seventh day, distinct 
patterns were seen in the left side. Paroxysmal pains occurred, 
with audible gurgling; the distention had increased. 

Treatment.—The patient’s hips were then well elevated; the 
rectum was distended with several litres of water through a 
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rectal-tube passed high. Vigorous kneading of the abdomen was 
practised. An audible gurgle was heard followed at once by 
copious fecal and gaseous discharge, with complete relief of 
symptoms. 

CasE XIX.—Mr. F., aged 28, admitted August 25, 1902. 
The patient had a history of a previous attack of appendicitis, 
the last one being three weeks ago, and he came into the hospital 
for an interval operation. Operation—Appendix found very 
adherent, running down into the pelvis. In freeing the tip a 
small abscess cavity was opened, necessitating the use of iodo- 
form gauze drainage. Upon the second day following the opera- 
tion he began to complain of distention and pain. Enemata have 
given no results; pulse slightly elevated. By the fourth day the 
distention was still present but the patient had had in the mean- 
time six small stools; he has been vomiting occasionally, restless- 
ness has been marked and the pulse has risen to 130. 

Operation.—A kink in the small intestine was found near 
the situation of the drain; this was relieved. A loop of the ileum 
was then fixed in the abdominal wound, as the patient’s condition 
was such that the operator did not feel warranted in searching 
for further obstruction. The patient was much shocked when 
taken off the table and did not recover, although the intestine was 
opened and washed out shortly after operation. 

CasE XX.—Mrs. H., aged 46, admitted September 4, 1904. 
Primary operation, pyloroplasty for gastric neurosis and gastrop- 
tosis. The pylorus was slightly contracted and there was a wide 
scar on the anterior wall. Following the operation, the patient 
did badly; vomiting began shortly after the recovery from ether 
and persisted continuously for seven days until death. Vomitus 
had no odor and was usually green in color. Pulse remained 
rapid and weak throughout the whole period. Bowels had moved 
well. 

Autopsy, anatomical diagnosis; partial obstruction of the 
duodenum and early bronchopneumonia of the left lung. Chole- 
lithiasis, myomatous uterus. There was no leakage about the 
suture and no evidence of peritonitis. The stomach was mod- 
erately dilated, the duodenum considerably. To the right of the 
position where the duodenum passed beneath the greater mesen- 
teric vessels it was dilated. To the left it was contracted. The 
sigmoid and ascending colon up to the hepatic flexure was dilated. 
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No obstruction at the position of the anastomosis. This finding 
suggests the possibility of a partial obstruction of the duodenum 
beneath the mesenteric vessels as a cause of death. 

CasE XXI.—Miss B., aged 45, admitted September 7, 1905. 
Primary operation, six months ago, for a radical cure of strangu- 
lated left inguinal hernia. No drainage. Ever since the patient 
left the hospital, she has had some general abdominal pain, 
slightly more marked on the right side below the level of the 
umbilicus. Has had indigestion and vomiting when the pains 
are severe. Constipation has been a marked symptom. Upon 
examination, a hard mass appeared close to the surface of the 
abdomen somewhat to the right and disappeared with an audible 
gurgle. 

Secondary operation.—Lapatoromy. Cicatricial stenosis was 
found in the small intestine where it had been caught in the hernia 
sac at the time of the strangulation. A lateral anastomosis was 
done to short-circuit this area. 

Good recovery. 

CasE XXII.—Miss G., aged 41, admitted May 24, 1902. 
Primary operation, radical cure for right femoral hernia. Fol- 
lowing operation there was nausea and vomiting for two days. 
On the second day bowels moved with an enema, the patient 
ceased vomiting and was much more comfortable. On the fourth 
day vomiting began again and it was impossible to move the 
bowels with an enema. Pulse rose to 140. On the fifth day 
there was marked distention; pulse 160; vomiting had ceased. 
Bowels had not moved. 

Operation on the fifth day— Numerous adhesions were found 
about the appendix and sigmoid and lower lopps of the ileum. 
In suturing the sac of the femoral hernia the parietal peritoneum 
had been pulled upon where it was adherent to a coil of small 
intestine and thus produced a kink. 

The patient died on the table. 

Case XXIII.—Mr. F., aged 28, admitted June 1, 1905. 
Primary operation, six years ago, acute appendicitis. No drain- 
age. He was well for two or three years. For the past three 
or four years he has complained of attacks of crampy pain in the 
right side, radiating to the umbilicus and right leg. The attacks 
varied in duration from a few hours to a few days. There is 
considerable belching after meals and borborygmus. No nausea 
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or vomiting. Attacks have increased in frequency during the last 
few months. 

Operation—Numerous dense adhesions about the sigmoid 
and lower ileum. Very dense adhesions between the omentum 
and anterior surface of the sigmoid. These were divided and 
the wound closed. 

-atient made a good recovery. 

CasE XXIV.—Mr. S., aged 60, admitted September 12, 1903. 
Primary operation, cholecystostomy and drainage for stone in 
common duct. Large amount of iodoform gauze was used. For 
the first few days, the patient did not do very well. Had more 
than the usual amount of pain and discomfort and pulse remained 
elevated. On the tenth day he began to feel nauseated and vom- 
ited. Had been slightly delirious at times. From this time until 
the time of his death on the forty-first day after the operation, 
the patient was constantly nauseated and vomited almost every 
day. The vomitus was clear and colorless. The bowels moved 
every other day. 

At autopsy there was found a twist at the pylorus, making 
an almost complete obstruction at this point. 

Case XXV.—Mr. B., aged 44, admitted July 1, 1903. Pri- 
mary operation, cholecystotomy for stones in gall-bladder, cystic 
and hepatic ducts. Drainage consisted of tube in common duct 
surrounded by large amount of iodoform gauze. Did fairly well 
up to the seventh day, when he began to be slightly nauseated and 
drowsy. Following this, he became better for about ten days, 
but was only able to take liquid nourishment. On the twenty- 
second day he began vomiting again with no relation to time 
of taking nourishment. The vomitus was slightly blood-stained. 
This condition continued up to the forty-fourth day, when he 
died. The symptoms were practically the same as those in the 
preceding case. No autopsy. 

CasE XXVI.—Mrs. C., aged 37, admitted May 17, Igor. 
Primary operation, five months previously, for intestinal obstruc- 
tion due to tuberculous peritonitis. The obstruction was found 
to be due to adhesions of neighboring coils. These were sepa- 
rated and the wound closed. 

Second admission.—The patient had been well up to three 
weeks ago, when she began to have uneasy sensations in the 
abdomen and constipation became more marked. Two days ago 
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she had severe pain in the epigastrium, with nausea and vomit- 
ing. The abdomen became tense and hard, but there was only 
slight distention. During the night of the second day the vomitus 
became fecal. Pulse on admission, 104. 

Operation—The tuberculous process had improved mark- 
edly. The obstruction was found to be due to two bands which 
had caught and tightly bound a coil of intestine. These were 
ligated and divided and other bands which were thought might 
give trouble were also divided. The peritoneal cavity was irri- 
gated with salt solution and the abdomen closed. 

Good recovery. 





BIBLIOGRAPHY. 


* Baisch, Beitrage zur Geburts. und Gynaekol. Band. 9, 1905, p. 435. 

? Wells, Die Krankheiten der Eierstocke. Leipzig, 1874. 

* Schroeder, Bericht iiber 50 Ovariotomien Berl. klin. Wochenschr. 1879, No. 1. 

*Olshausen, Die Krankheiten der Ovarien im Handbuch der allg. u. spez. 
Chir. v. Pitha-Billroth, 1879, S. 363 u. 1886, S. 626. 

* Tuja, Des occlusions intestinals apres les laparotomies. Thése de Lyon, 1894, 

*Rohe, American Jour. of Obstetrics, vol. xxx, 1894, p. 465. 

"Schade, Uber Ileus nach Laparotomie. I. D. Gottingen, 1890. 

*Corner, The Practitioner, Aug. 1905, p. 156. 

* Hawkins, Diseases of the Vermiform Appendix, 1895. 

Simon, Johns Hopkins Hosp. Bull. Jan. 1906. 

" Werth, Verh. d. Ges. dtsch. Naturf. u. Arzte, 1899, II Teil. S. 150. 

* Jaffe, Virch. Arch. Bd. 70. S. 72. 

*’ Magendie, Amer. Textbook of Physiology. Howell. 

“Roger, La Tribune Médicale, Nov. 4, 1905. 

* Loevinsohn, Mitt. a. d. Grenzgeb. d. Med. u. Chir. 1905, xiv, 620-681. 

** Mall, Johns Hopkins Hospital Reports, Vol. 1. 

™Krehl, Pathologische Physiologie. 

* Nesbitt, The Journal of Experimental Medicine, 1899. 

*® Clairmont and Ranzi, Archiv f. klin. Chur. 1904. ‘Bd. 73, p. 606. 

* Kukula, Arch f. klin. Chur. Bd. 63, p. 773. 

*t Warbasse, Amer. Jour. of the Med. Sciences, July, 1905. p. 90. 

2 Peck, ANNALS SuRGERY, October, 1904. 

* Mayo, Jour. Amer. Med. Ass., April 15, 1905. 

* Rokitansky, Handbuch der Spec. Pathol. Anatomie (1 Aufl.) 1842. Bd. 
II, S. 215, 3. Aufl. 1863. 

* Robinson, Cincinnati Lancet-Clinic, Dec. 8, 1900. 

* Zade, Beit. z. klin. Chur., 1905, xlvi, 388-404. 

* Kelling, Archiv f. klin. Chur. Bd. 64, p. 393, I901. 

** Neck, Cent. f. d. Grenz. der Med. u. Chir., August, 1905. Vol. 8. 

*Finney and Pancoast, Amer. Med., Aug 22, 1903, p. 305. 

” Halsted, Johns Hopkins Hosp. Bull., January, 1900, p. 16. 

* Reichel, Deutsch. Ziet. f. Chir., Bd. 35, S. 495. 








BACKWARD DISLOCATION OF THE SECOND 
CARPO-METACARPAL ARTICULATION. 


BY C. B. LYMAN, M.D., 
OF DENVER, COLO., 


Professor of Surgery in the Colorado State University. 


As this form of injury is an extremely rare one I desire 
to place this case on record. Dislocation of two or more of 
the metacarpals upon the carpus is not an extremely rare 
injury. Burk has collected the records of 24 cases of this 
variety, which includes dislocations of all of the metacarpals, 
complete, incomplete forward and backward. 

Hamilton, in speaking of this injury in his work on 
“Fractures and Dislocations,” says: “ Examples of these 
accidents are so rare that no attempt will be made to establish 
systematically the causes, symptoms or treatment.” 

Dislocation of the proximal end of the first metacarpal is 
not an uncommon injury. Boyer reports 16 cases, 11 of which 
were incomplete and 5 complete. I have only been able to 
find record of three cases similar to the one which I have to 
report. One is reported by Hamilton, that of a woman aged 
28; the injury was produced by a fall upon the closed hand, 
and he says: “ reduction was easily accomplished.” Humbert 
reports a case in a man who was driving a horse which kicked 
him upon the hand which was holding the reins, and he says: 
“ Reduction was easily accomplished by traction and pressure.” 
Roux reports a case, according to Hamilton, of this variety 
produced by an explosion in a mine; Stimson, in his work, 
refers to the same case as one of dislocation of the second and 
third metacarpals. Stimson reports 2 cases of forward dislo- 
cation of this bone; one of these was the result of severe 
pressure on the back of the bone, the other the result of a blow 
from a hammer upon the back of the hand. Isolated cases have 
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been recorded of dislocation of all of the metacarpals upon the 
carpus with the exception of the fifth. 

Considering the fact that in my cases reduction was 
impossible by traction or manipulation, and from the fact that 
in the cases cited “reduction was easily accomplished by 
traction and pressure,” I am led to conclude that they were in 
reality cases of incomplete dislocation. 


The case which I have to report is that of a man, W. R., aged 
26, who in getting off a railway car fell from the platform to the 
ground, striking upon the left-side arm and hand; there were no 
marks of violence upon the hand. Examination showed a prom- 
inence of the proximal end of the second metacarpal bone upon the 
dorsum of the hand, the outline of the end of the bone being easily 
made out. Traction and manipulation were faithfuly used, but re- 
duction could not be accomplished ; incision was made, when it was 
found that we had a complete overlapping of the end of the meta- 
carpal bone upon the trapezoid. Reduction could only be done 
by inserting a chisel under the end of the metacarpal and prying it 
down into place, which was accompanied by a distinct snap which 
could be plainly heard by those in the operating-room. I do not 
believe that reduction could have been accomplished in this case by 
any kind of manipulation. There was no tendency to recurrence 
of the deformity, as was said to have existed in one of the cases 
above referred to. 





























CORNU CUTANEUM OF THE HUMAN SCALP. 


BY HERMAN L. NIETERT, M.D. 
Surgeon to the Evangelical Deaconess Hospital, Lutheran Hospital. 
AND 
EDMUND A. BABLER, M.D., 


OF ST. LOUIS, MO. 


One of the rarest and most curious classes of tumors to 
which the human organism is subject, is horns, especially 
multiple horns, of the scalp. In ancient times, when idolatry 
and superstition reigned supreme, these growths were con- 
sidered symbolic of wisdom and power. In Michael Angelo’s 
painting of Moses, two horns adorn (?) the patriarch’s 
head. This single fact would indicate the infrequency of the 
anomaly even in ancient times. 

Horns of the human scalp are usually single; they differ 
from those in animals by being non-uniform in size, shape, ete. 
No part of the human body is exempt from their invasion, but 
in perhaps half of the cases they involve the scalp. In review- 
ing the available literature we did not find more than two 
cases in which two or more separate horns appeared at the 
same time in an individual scalp. In no instance did we find 
a case in which two separate horns of the scalp were associated 
with a cutaneous cancer of the nose, and in which numerous 
sebaceous cysts of the scalp were also present, as occurred in 
our case. 

Bland-Sutton describes (1) sebaceous horns, (2) warty 
horns, (3) cicatrix horns, and (4) nail horns. He regards 
them of not infrequent occurrence, although Crocker contends 
that they are very rare. In Robert’s interesting case the horn 
grew from a wart on the cheek of a woman seventy-five years 
of age, while that reported by McLeod developed from the 
base of a wart on the chest and attained a length of two inches. 
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Shaw saw a patient fifty-six years of age with a cutaneous horn 
of the iower eyelid. Six years previous to its appearance he 
observed a small pimple upon the lid. A fine, hard, hair-like 
growth appeared on the surface and gradually assumed the 
appearance of a horn; eighteen months later it dropped off, 
leaving a pimple the same as before; later the horny growth 
returned and became two inches long. Whishow’s patient pos- 
sessed a horn which developed from a tubercle in the scalp. It 
attained a length of two inches. In Bellamy’s patient the 
horn grew from the clitoris and resembled the claw of a 
lion. The largest horn that has been found in a human was 
that of Paul Rodreguez; it grew upon the side of the patient’s 
head, and was fourteen inches in circumference, and was di- 
vided at the apex into three shafts. In the museum of the 
Medical Department of Washington University is a cast of a 
cutaneous horn of the scalp. The horn was six inches in 
length and grew from the forehead. The cast was brought 
from Paris by Dr. Pope. In Soubervielle’s patient the horn 
was ten inches long. 

Cutaneous horns have been found in mice, birds, and 
other members of the lower animals in which horns are un- 
common. Bland-Sutton has presented a sketch of a cutaneous 
horn in a mouse found in Westminster Abbey. Sutton has 
also referred to a very interesting case of horn which grew 
from a scar resulting from a burn. The latter is especially 
interesting since Spietschka has contended that no true horn 
can be formed if there be no papillz in that part of the skin. 

Etiology.—It is quite certain that the true etiology de- 
pends on several factors. Most authorities are non-committal. 
The predisposing factor seems to be a wart, a sebaceous cyst, 
a scar, or a nail. The exciting factor may be a blow or any- 
thing that causes certain changes in the sac-tissue whereby 
horny cells are constantly produced. At any rate, we do not 
agree with Bland-Sutton, who holds that sebaceous horns are 
formed in consequence of the protrusion of the contents of a 
sebaceous cyst through a rupture in the cyst wall, or through 
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the duct of the follicle, which becomes desiccated on exposure 
to the air. Gross is of the opinion that horns are directly 
traceable to chronic inflammation, such as produced by blows, 
burns, etc. Lall’s very interesting case adds weight to our con- 
tention. The patient, a middle-aged man, had noticed a small, 
hard, painless mass upon, his left cheek near the angle of the 
mouth, eight years previous to consulting Lall; the tumor 
gradually enlarged and the patient consulted a barber who 
applied medicine; a few days later the skin over the tumor 
peeled off, and a small, white horn was noticed; the horn be- 
came larger and attained a length of almost three inches; the 
barber cut off the horn but the latter returned rapidly and in 
a short time was three inches long; Lall was then consulted. 
He found that the base of the horn involved the entire thickness 
of the cheek. In our case there was a history of heredity. 

Pathology.—Crocker and others maintain that horns are 
essentially overgrown warts and that they always begin in the 
rete mucosum or the homologue of it lining the glands and 
follicles. There is always hypertrophy of the papillae, and upon 
these the horn is built up, being composed of columns of 
epidermic horny cells, generally without nuclei. Rokitansky 
regards these growths to be in their nature innocent, although 
Paget believed that there was some relation between horns and 
epithelial cancer. He referred to a case of soot-cancer in which 
the borders of the ulcer showed spur-shaped sharp-pointed pro- 
cesses which he believed to be cancerous papillae. Durken 
observed a patient who possessed a horn almost five inches 
in diameter at the base, and about four inches in length, in 
which the tissues at the base of the horn became ulcerated, and 
carcinoma developed. The daughter of Durken’s patient pos- 
sessed a cutaneous horn in a similar location and with the 
same results. Gould refers to a patient who presented a horn 
growing upon an epitheliomatous penis, while Pancoast ob- 
served a papillary epithelial cancer which developed at the base 
of horns on the face of a sea captain. 
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It seems quite probable that the constant irritation natu- 
rally resulting from the presence of a cutaneous horn of the 
scalp, etc, prepares the tissues at the base of the horn for 
carcinomatous invasion. 





CaseE.—Mrs. K , aged 62, married, was admitted to the 
surgical service of the Evangelical Deaconess Hospital and gave 
the following history: . 

Family History.—Parents died of causes unknown to patient. 
No history of tuberculous or malignant disease in family. 
Mother of patient had sebaceous cysts of scalp. One sister had 
sebaceous cysts of scalp. Two daughters and one son of patient 
had similar growths. Patient is the mother of four apparently 
healthy children. 

Previous History.—Always enjoyed good health. Twenty 
years ago she noticed several “lumps” in her scalp but since 
they caused her no discomfort and no inconvenience she gave 
them but passing thought. Seven years ago a small warty growth 
appeared upon the nose. She consulted a dermatologist, who 
removed it by means of an electric needle. The dermatologist 
suspected the growth to be a cutaneous cancer. One year after 
the removal of the growth, the grand-daughter accidentally 
scratched the area formerly occupied by the latter, thereby caus- 
ing the parts to bleed. Since that time the patient has been 
troubled with a condition quite similar to that previous to the 
operation. Six years ago the patient fell downstairs striking 
and rupturing one of the sebaceous cysts; the latter discharged 
a corn-meal-like substance. Five years thereafter she noticed 
the presence of a hard, horny-like growth in two of the cysts. 
The growth in the ruptured cyst was the larger of the two. Dur- 
ing the following few weeks she observed an offensive discharge 
from the base of one of the horny growths. The horns have 
been constantly increasing in size. 

Present Trouble.—Patient comes to hospital to have growths 
removed, since they cause her annoyance and discomfort. They 
also cause her mental discomfort. 

Physical Examination.—Medium-sized female; fairly well 
nourished ; color good; pupils equal and react normally. A scaly 
growth, evidently a cutaneous cancer, is present upon the right 
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side of nose; upon the left parietal area of the scalp, just below 
the sagittal suture and near the coronal suture, are two horns, the 
larger of which is anterior; both horns are somewhat curved and 
have a peculiar appearance. The skin about the base of the 
horns has the general appearance of that observed at the base 
of horns in the lower animals. Three irregular and separate 
masses, evidently sebaceous cysts, are noted in other parts of the 
scalp. The general findings are of no interest. Palpation reveals 
the fact that the horns are superficial to the aponeurosis; move- 
ment of the growths cause the patient pain. The three masses 
described above are sebaceous cysts. The growth on the patient’s 
nose is evidently superficial cancer. Further examination reveals 
nothing worthy of special mention. 


Treatment.—The treatment of horns is simple excision. 
It is needless to say that complete excision of the base of the 
growth prevents recurrence. In our patient, the two horns 
were completely excised under local anesthesia. One of the 
sebaceous cysts was also removed. The patient refused to 
permit removal of remaining cysts. Dr. Fisch examined the 
contents of the cyst removed. The rarity and uniqueness of 
the case in general have caused us to present this report. 
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A SELF-RETAINING TROCAR AND CANULA FOR 
THE ASEPTIC EVACUATION OF DISTENDED 
VISCERA.! 


BY HOWARD LILIENTHAL, M.D., 


OF NEW YORK. 
Attending Surgeon to Mount Sinai Hospital. 


For years I have been impressed by the fact that to the 
operation for the relief of intestinal obstruction enterostomy 
adds the grave danger of peritonitis from fecal soiling. Yet 
enterostomy may be absolutely necessary in order to avoid the 
perilous handling of heavily loaded intestine, sometimes with 
dragging upon the mesentery to the point of rupture. No mat- 
ter how carefully the enterostomy is done; even when the coils 
of intestine can be drawn out of the wound and incised at a 
dependent part or when a trusted assistant supports the punc- 
turing trocar and canula, or when it is possible to stitch a tube 
into the lumen of the viscus, every surgeon knows that here 
even an approximation to asepsis is impossible. In these cases, 
too, the peritoneum is in a congested and receptive state, so 
that infection is hard to avoid. 

This matter was recently once more brought to my notice 
when a death occurred soon after an operation for acute 
obstruction. Much time had been lost because of my efforts to 
make the multiple enterostomy as aseptic as possible. Greater 
speed would have afforded better chances of success. 

With the idea of preventing infection and saving time, 
I devised the trocar and canula here to be described. George 
Tiemann & Co. have manufactured the instrument after my 
drawings. 

Fig. 1. shows the instrument closed and ready for insertion 





1Instrument present at the meeting of the Surgical Section, of the 
New York Academy of Medicine, April 6, 1906. 
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into the bowel. The size of the canula is 32 French, but it can 
be manufactured of as small a size as 28 French. The trocar 
(A) is of special construction, flat and double edged, so that 
it may be inserted with a gentle motion and without the 
sudden thrust required by the more usual triangular point. 
The handle of the trocar is at A’. The part of the canula 
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marked C is split longitudinally into two parts which swing 
out on hinges (D) until they make right angles with the long 
axis of the instrument. (See Fig. 2.) This swinging out is 
accomplished with the aid of a simple mechanism by pressing 
the sleeve E toward the point of the trocar, which can only be 
done after loosening the set-screw F. This screw is then tight- 
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ened holding the wings in position. The shield (G.) is next 
pushed down toward the point of the trocar until it can go no 
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FIG. 3. 


farther, being stopped by the wings (C). The intestinal wall 
is held firmly between the wings (C) and the elevated ring (L) 
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of the shield(G). The shield cannot slip back, being held by 
the springs (H) which catch in the notches (1). The fluid 
from the intestine at once begins to flow out through K, a 
branch of the canula, to which a rubber tube (M) has been 
attached to carry the septic matter to a receptacle remote from 
the operative field. The trocar is drawn back into the canula 
beyond the branch (K), thus permitting a perfectly free flow. 
The well-known principle of passing the shaft of the trocar 
through a washer (in the chamber J) has been employed here 
in order to prevent leakage. A little sterile vaseline spread 
over the trocar and the first portion of the canula facilitates 
introduction. When the wings have once been spread and set 
and the shield has been pushed down,—the work of but a few 
s.conds,—the instrument is firmly in place and the opening 
in the bowel is flush with the wall of the viscus, a considerable 
advantage when the intestine begins to collapse. It is best to 
place a preliminary Lembert purse-string suture around the 
place selectec for the puncture, the suture to be tightened as the 
canula, its wings once more closed, is withdrawn. The trocar 
should not be pushed ho.ae when the wings are closed for with- 
drawal. 

Two thorough and satisfactory tests with this instrument 
were made by me, using a piece of dead intestine, tensely dis- 
tended with water. There was no leakage. It was also em- 
ployed three times in operations on the living human sub- 
ject. The first patient was dying of septic peritonitis and an 
enterostomy was made for drainage, without a preliminary 
purse-string. The instrument was left in for some hours. No 
leakage. 

The second patient had an enormously distended and 
greatly thickened gall-bladder. The trocar and canula acted 
perfectly, evacuating in a few moments about twelve ounces 
of pus previous to cholecystectomy. The third patient was a 
man with acute symptoms following chronic obstruction of 
the transverse colon by a carcinoma. There was enormous 
distention of small intestine and the first portion of the colon. 
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Evacuation of a gallon of fecal contents through two punctures 
was aseptically performed. Absolutely no leakage. 

Finer points of technique will suggest themselves to the 
surgeon on using the instrument. For example, in small in- 
testine it may be advisable to insert the trocar at an angle 
oblique to the long axis of the gut so as to avoid possible 
injury to the opposite wall. In cases of empyema of the gall- 
bladder when calculi are present it is-conceivable that they may 
get into the canula wedging the wings apart. If these stones 
cannot be removed by washing them back into the viscus with a 
syringe at the rubber tube the instrument may be withdrawn 
by cutting the wall of the now empty gall-bladder. If it is 
desirable to wash and partly sterilize the cavity of the gall- 
bladder before extirpation or other operation, it may be done 
by lavage with antiseptics. 

The writer presents this instrument to the profession with 
faith in its usefulness and the hope that it may often prove of 
service in times of great surgical need. 

[April 27, 1906. The instrument has been used a number 
of times since this article was written and has proven itself 
truly aseptic. For the sake of brevity the name Visceral 
Evacuator is suggested. ] 









































TRANSACTIONS 


OF THE 


NEW YORK SURGICAL SOCIETY. 





Stated Meeting, November 22, 1905. 


The President, Dr. GeorG—e Woo.sey, in the Chair. 





SUPPURATIVE NEPHRITIS: RESECTION OF BOTH POLES 
OF THE KIDNEY. 

Dr. CHarLes L. Gipson presented an Italian woman, 28 
years old, who entered St. Luke’s Hospital on September 17, 1905. 
She had never been pregnant, nor did she give a history of any 
menstrual disorder. For the past three years she had suffered 
occasional attacks of obscure abdominal pain. Nineteen days ago 
she had a sudden severe chill, with violent pain in the left side of 
the abdomen, radiating forward from the loin, with nausea and 
vomiting. A few hours later she was admitted to the Mt. Sinai 
Hospital with a temperature of 102.6; pulse, 104; and shortly 
afterward she had a second chill and a rise of temperature to 104. 
The leucocyte count on the following day was 9,400. Micturition 
was frequent and painful, and often the urine was blood-tinged 
and full of pus. She remained in the hospital thirteen days, 
undergoing a curettage and a fruitless exploratory incision of 
Douglas’s cul-de-sac. During the past week she had passed almost 
pure blood, and had had frequent attacks of pain in the left lum- 
bar and hypochondriac regions. 

Physical examination showed a strong, well built woman. 
There were no objective signs excepting resistance and tenderness 
in the left lumbar region. Her temperature, at the time of her 
admission to St. Luke’s Hospital, was 103; pulse, 112. The urine 
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was acid; specific gravity, 1018; it contained two per cent. of 
albumin and a small amount of pus. A differential count of the 
leucocytes showed sixty-eight per cent. of polynuclear cells, and 
subsequently only fifty-eight per cent. 

The patient was kept under observation for three weeks 
before operation. She presented the picture of an acute pyzmia, 
with wide fluctuations of temperature, reaching as high as 106° 
F., together with irregular chills and marked constitutional de- 
pression. A tentative diagnosis of a calculous pyelitis was made. 

Operation, October 9, 1905: A ventral incision disclosed a 
kidney slightly enlarged and congested, but otherwise presenting 
a normal surface appearance. Exploratory punctures of the kid- 
ney were negative. An exploratory incision through the convex 
border opened a normal pelvis, and exposed only healthy cut 
kidney tissue. Finally, on decapsulation, there was found at 
either extremity an aggregation of small miliary abscesses, in some 
cases confluent. These were treated by shaving off successive 
thin slices of the kidney until sound areas were reached. 

The incision into the kidney was closed with catgut sutures. 
Packing was carried down to the site of the resected area. 

Following the operation, there was some temporary shock, 
and for four days there was a temperature curve that decreased 
by lysis from 104.5 to 99. Then there was a remission of symp- 
toms and temperature, followed by another week of fever, but 
during the patient’s last three weeks in the hospital the tempera- 
ture never reached 100, and was practically normal for two 
weeks. The wound healed well, without suppuration, and the 
patient rapidly regained flesh and strength, with the disappear- 
ance of all her former symptoms. 

On November 18, when her urine was last examined, it had 
a specific gravity of 1020 and contained neither albumin nor pus. 

The sections of kidney tissue removed were submitted to 
the pathologist, who reported that they showed a suppurative 
nephritis. 

Dr. GEORGE WooLseEy mentioned a somewhat similar case 
that had come under his observation last summer. The patient was 
a man, who, upon his admission to the hospital, had a high 
temperature, and examination showed a tender mass, which could 
be readily palpated, and corresponded to the lower pole of the 
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Upon exposing that kidney, the lower third of 
the organ was found to be much enlarged and studded with 
numerous small abscesses or necrotic areas. 


right kidney. 


The lower third 
of the kidney was resected and the organ sewed up. The path- 
ologist reported that the case was one of suppurative nephritis, 
staphylococcus being found. The man made a good recovery, 
but still had a small sinus when last seen. 

Dr. Woolsey said that Dr. Brewer had reported a number 
of cases of suppurative nephritis in one of which death had 
occurred after a conservative operation, and where Dr. Brewer 
thought a more radical operation would probably have given a 
better result. 


ANEURYSM OF THE SECOND AND THIRD PORTIONS OF 
THE RIGHT SUBCLAVIAN ARTERY; PROXIMAL 
AND DISTAL LIGATION. 

Dr. JoseEpH A. BLAKE presented a man, forty-three years 
of age, a native of Vermont, who was admitted to the Roosevelt 
Hospital on May toth, 1905, with an aneurysm of the second 
and third portions of the right subclavian, and the first portion 
of the axillary arteries. 

The causation was obscure. He had never had syphilis. 
His occupation, a worker in a creamery, necessitated the throw- 
ing of heavy cans of milk upon a wagon, and he attributed his 
trouble to this work. 

The symptoms had been chiefly pain from pressure on the 
brachial plexus, and had been noticed for eight months. The 
pulsating tumor was first noticed three months before admission. 

Examination revealed a fairly well nourished muscular man, 
with a rather poor color. The heart was slightly enlarged and 
there was a blowing systolic murmur at the apex. 
aortic sound was sharp and ringing. 
in the radial pulse. 
thickened. 


The second 
There was no difference 
The arteries were tortuous and somewhat 
There was a visibly pulsating tumor just above the 
inner third of the right clavicle, and in the apex of the axilla. 
The tumor projected about an 


inch above the contour line 
of the neck. 


Marked expansile pulsation was felt in both loca- 
tions. The tumor above the clavicle was the size of a large hen’s 


egg, while the axillary one was the size of a pigeon’s. A distinct 
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systolic bruit was heard above the clavicle and in the axilla. 
There was no evidence of interference with the recurrent laryngeal 
nerve. The carotid also appeared to pulsate more fully than 
normal. 

Operation, May 18, 1905; nitrous oxide-ether anesthesia. 
Incision was made down the outer border of the sternomastoid 
muscle to the clavicle, and then out along the clavicle. The clavi- 
cular attachment of the sternomastoid and the omo-hyoid were 
divided. The sac was exposed with its relations, and was found 
to involve the artery from the inner border of the scalenus 
anticus to the axillary. Its greatest transverse diameter was 
about two and one-half inches. 

The first portion of the subclavian was not enlarged ; neither 
was the carotid or innominate. The phrenic, pneumogastric 
and recurrent laryngeal nerves were recognized and retracted. 
It was then apparent that a ligature could be passed about the 
first portion without great difficulty. Accordingly, a large 
aneurysm needle with No. 4 chromicized gut was passed from 
without inward under the artery, the gut being doubled about the 
vessel. The double ends were tied in a single square knot, and 
again separately. The ligature was drawn tight enough to stop 
the pulsation but probably did not crush the intima. The muscles 
were then sutured and the wound closed without drainage. Union 
occurred by first intention. 

There was slight pulsation in the sac the next day and still 
more the second day, which continued until the second operation, 
although the radial pulse on the right side never became as strong 
as on the left. His pains also returned, but were localized to the 
distribution of the ulnar nerve. 

Second operation, June 14, 1905; about four weeks after 
first operation. The first portion of the axillary was ligated 
through a muscle splitting incision in the pectoralis major. The 
artery, where ligated, was about 1% inches in diameter. The 
aneurysm needle was passed with some difficulty on account of 
the dilatation of the vessel. A double loop of No. 4 chromicized 
gut was passed through the single loop, which was then with- 
drawn, thus passing four strands about the vessel. These were 
ligated separately, being drawn tight enough to completely oblit- 
erate the vessel. 
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The ligature was placed high, about the aneurysm itself, in 
order to avoid interference with the branches of the axillary artery. 
This precaution was well taken, since the circulation in the extrem- 
ity has been none too good since the operation. The wound healed 
by first intention. The sac became firm and gradually contracted. 
There has been no return of pulsation in the sac or radial artery. 

The patient is now, four months after the last operation, 
perfectly well. The circulation, however, in the right arm is 
poor and the finger nails show disturbances of nutrition. 

According to Koénig, the right subclavian has been ligated 
twenty times, with one recovery, the deaths being chiefly due 
to secondary hemorrhage. According to Sheen, the innominate 
artery has been ligated thirty-six times, with seven recoveries. 
Thirty-four of these cases were for aneurysm of the subclavian. 
In such cases, ligature of the common carotid is also necessary. 

Considering the high mortality of ligation of the common 
carotid, it would seem that, when feasible, as in the present case 
the first portion of the subclavian should be ligated, fol- 
lowed if necessary by ligation of the upper part of the axillary. 

If the ligature does not divide the intima, there is little 
danger of secondary hemorrhage; there is also little tendency to 
clot formation, and consequent plugging of the carotid. 

Dr. Howarp LILIENTHAL said that last spring he showed 
a very similar case, in which he had ligated the first portion of 
the right subclavian and right common carotid for a sacculated 
aneurysm of the third portion of the subclavian. 

In connection with that case, Dr. Lilienthal said, he had 
reviewed the literature on the subject, and he had been surprised 
to learn how frequently the subclavian had been ligated in its first 
portion. The subclavian and innominate, either together or sepa- 
rately, had been ligated about a hundred times: the subclavian 
and carotid, together, had been ligated at least ten times ; probably 
oftener. The mortality following ligation of the subclavian had 
markedly diminished since 1890, having fallen, in the one hun- 
dred cases he had collected, from seventy-five per cent. to sixteen 
per cent. The probabilities were that the older operation did 
not succeed on account of the ligation having been done in the 
old-fashioned way, cutting through the inner coats of the artery, 
whereas the safer Ballance-Edmunds knot was now used. 
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In any future case of this kind that might come under his 
care, Dr. Lilienthal said, he would be inclined to try the Matas 
operation, which he regarded as perfectly feasible in dealing with 
a sacculated aneurysm in this region. 

Dr. CHARLES H. PEcK mentioned a case recently seen at 
Roosevelt Hospital in which the aneurysm involved the first part 
of the subclavian and probably extended downward into the 
innominate. Dr. Brewer ligated the common carotid and three 
weeks later Dr. Peck ligated the third portion of the subclavian. 
A Ballance-Edmunds knot was made, and the suture material was 
heavy silk. The patient made a good recovery from the opera- 
tions, but at the time he left the hospital, while the aneurysm had 


shrunken somewhat, it was not cured. The patient had since been 
lost track of. 


GERSUNY OPERATION FOR INCONTINENCE FOLLOWING 
PROSTATECTOMY. 

Dr. Howarp LILIENTHAL presented a man, fifty-nine years 
old, who was operated on two years ago by another surgeon at the 
Mt. Sinai Hospital for the relief of prostatic hypertrophy. The 
suprapubic operation was done, and the prostate removed, and Dr. 
Lilienthal had been assured that no part of the urethra was re- 
moved at that time. The wound healed without any trouble, but 
subsequent to the operation the man found himself unable to 
urinate. This necessitated a perineal section, when it was found 
that the deep urethra seemed to be obliterated. The section went 
straight through what seemed to be scar tissue into the bladder, 
and this passage was subsequently kept open by sounds. The 
patient finally recovered with complete incontinence, for which 
he had to wear a urinal. 

Six weeks ago, when Dr. Lilienthal operated on the patient to 
relieve the incontinence, he found the perineal urethra apparently 
perfectly normal. It was dissected out without the slightest diffi- 
culty, and cut across about an inch in front of the anterior layer 
of the triangular ligament: it was then twisted about 300 degrees, 


anchored to the triangular ligament, and the cut ends of the 
urethra united by suture. 


The immediate result of the operation was absolutely perfect. 
The patient, who had always had a small bladder, was able to 
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hold four ounces of urine for several hours without any diffi- 
culty, and only got up twice during the night to urinate. Further- 
more, he had perfect control over the act of micturition, and 
could begin and stop at will. Four days ago, however, dribbling 
of urine was again noticed, and the speaker said he was inclined 
to attribute it either to atrophy of the scar, or to the fact that the 
urethra was becoming untwisted. 

Dr. Lilienthal said that Dr. Charles A. Elsberg, who wit- 
nessed the operation, had suggested at the time, but after the 
cutting of the uretha, that it might have been better not to cut 
the urethra but to twist it as a whole, to make a double sphincter. 
In any future operation of this kind, the speaker said, he would 
be inclined to act upon that suggestion, not opening the urethra 
at all, but simply dissecting it out, twisting it and then 
anchoring it. 

The perfect control that this man had over his bladder imme- 
diately after operation tended to confirm the theory of those 
physiologists who held that the compressor urethrze muscle con- 
trolled the urine at will, and only gave way during the act of 
micturition, but that the deep sphincter gave way before micturi- 
tion. In this case, the operative work was done in front of the 
triangular ligament, and yet the function of micturition was per- 
fectly restored for a time. 


SECONDARY ABSCESS FOLLOWING APPENDECTOMY FOR 
GANGRENOUS APPENDICITIS. 

Dr. Lucius W. HorcHkiss presented a man, twenty-three 
years old, who had been operated on by Dr. Hotchkiss at Roose- 
velt Hospital for gangrenous appendicitis on July 23, 1905. The 
operation was done at the end of the second day of the disease. 
A gangrenous appendix was removed, a large abscess evacuated, 
the pelvis washed out through a small McBurney incision, and a 
cigarette drain inserted. Although the patient made a good recov- 
ery from the operation, his convalescence was very stormy, and 
was characterized by vomiting during the first three days, and 
by abdominal distention and colicky pains, which necessitated 
the steady use of the rectal tube and various enemata. There was 
a profuse and, at first, a foul-smelling discharge from the wound, 
which later became simply purulent, and then ceased. The abdo- 
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minal pain and the distention continued, and were only partially 
relieved by enemata. The temperature ranged between 99 and 
101 F., and never quite fell to normal. At the end of the third 
week there was an attack of comiting, with marked distention. 
No mass could be felt at any time until about the end of the 
third week, when the patient noticed a swelling on the right 
side of the scrotum, which was the seat of a reducible inguinal 
hernia. This swelling increased and became painful, and showed 
evidences of an abscess in the hernial sac. This, in connection 
with his previous condition, was thought to be part of a peritoneal 
pus collection higher up, and preparations were made for an 
immediate operation. 

On August II, nineteen days after the appendectomy, the 
second operation was done, and fecal smelling pus was evacuated 
from the sac of the hernia in the scrotum. After thorough cleans- 
ing, the hernial sac, which was thickened and infiltrated, was 
removed. Its neck was found to be occluded by adherent omen- 
tum. The inguinal canal was closed after the Bassini method, and 
a small drain inserted. A laparotomy through the left rectus was 
then done, and the peritoneal cavity opened. The omentum and 
intestines were found adherent anteriorly to the abdominal wall, 
and had shut off several abscesses of different size in the pelvis. 
These were evacuated, and the pelvis thoroughly washed out and 
drained. The cigarette drain was replaced on the sixth day by 
a rubber tube on account of the profuse discharge, which be- 
came fecal on the following day. This fistula continued to dis- 
charge profusely for several days; then the discharge gradually 
diminished and finally ceased in about five weeks, when the 
patient left the hospital in excellent condition. 

Dr. Hotchkiss thought the case somewhat remarkable from 
the fact that the hernial sac was involved by gravity in the intra- 
peritoneal suppuration, and also because a radical cure of the 
hernia was apparently effected under the somewhat adverse con- 
ditions that were present. The speaker said he had seen several 
cases of secondary abscess following appendicitis, and thought 
the recognition of such a condition most important. 

Dr. JosepH A. BLAKE said that some years ago he saw a 
woman over sixty-five years old who was suffering from what 
was supposed to be a strangulated femoral hernia. The protrusion 
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was tense and tender. The abdomen was found to contain pus, 
and the case proved to be one of peritonitis, originating from a 
gonorrhceal salpingitis. The patient made a good recovery after 
abdominal lavage and removal of the infected tube. 

Dr. Woo tsey recalled a case operated on by the late Dr. 
Hall at Roosevelt Hospital in 1886, where a supposed strangu- 
lated hernia proved to be a tubercular abscess in the hernial sac, 
extending into the lower abdomen. The removal of the appendix 
in this case was the first of the kind in the United States. 


CARCINOMA OF THE STOMACH. 


Dr. Cares N. Down presented a young woman, of twenty- 
four, who stated that her digestion had never been good, starchy 
food being particularly disturbing. About two years ago she 
began to have pain in the right hypochondrium, and to vomit 
frequently. The vomitus was blood-stained a few times, but 
there was never marked hematemesis. The pain was often so 
severe that she caused herself to vomit to relieve it. 

In the latter part of the spring of 1905 her discomfort was 
so great that she was unable to attend to her ordinary duties. On 
examination, a movable mass, about two by four inches in size, 
and very tender on pressure, could be felt just below the margin 
of the ribs at the right of the epigastrium, and could be pushed 
upward under the border of the ribs. 

Operation, June 7, 1905. The mass was found to be an 
adeno-carcinoma of the greater curvature of the stomach, involv- 
ing both the anterior and posterior walls, and situated just to 
the left of the pylorus. A partial gastrectomy was done by the 
method described by Mayo. The stomach was divided across 
just to the right of the median line, and the duodenum just at 
the border of the pylorus. The edges were inverted with chronic 
gut sutures, and a posterior gastrojejunostomy was done with the 
aid of a Murphy button, the upper part of the jejunum being used. 

The patient made a rapid recovery, the button was passed 
on the twentieth day, and she left the hospital on the thirty-third 
day. In less than two weeks after her discharge from the hos- 
pital, the patient, who was a trained nurse by profession, was 
able to take charge of a severe case of illness. She has gained 
almost forty pounds in weight. 
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The interesting features of this case, Dr. Dowd said, were 
the age of the patient (twenty-four years), the presence of a 
movable mass which could easily be felt and its location in the 
greater curvature of the stomach instead of at the pylorus. The 
stomach was found to be firmly adherent to the pancreas, which, 
according to Mickulicz, renders these cases particularly unfavor- 
able, his mortality rate being about seventy per cent. when this 
condition was present. Dr. Dowd said he had found the operation 
described by Mayo comparatively easy, and there was absolutely 
no tension following the anastomosis, and in that respect it was 
an improvement on the Kocher operation. 

Dr. Horcuxiss said he shortly expected to report in detail a 
case of carcinoma of the stomach in a young man, twenty-four 
years old, the same age as the patient shown by Dr. Dowd. This 
young man had been in the enjoyment of reasonably good health, 
when he had a sudden attack of gastric pain, with vomiting. He 
then began to lose flesh, and upon examination, a large, movable 
tumor in the upper part of the abdomen was discovered. Upon 
operation, the tumor was found to involve the posterior wall of 
the stomach, the lesser curvature and the pylorus to some extent. 
A partial gastrectomy was done and the patient made a good 
recovery. 

Dr. JosepH A. BLAKE said that in two cases of carcinoma of 
the stomach that had recently come under his observation, an 
analysis of the stomach contents showed, respectively, one hun- 
dred and twenty per cent. and seventy per cent. of total acidity. 
The amount of free hydrochloric acid was also excessive, showing 
the unreliability of this symptom in the diagnosis. In neither 
of these cases was there palpable tumor. In both there were 
obstructive symptoms, and both were regarded as cases of chronic 
ulcer of the stomach. At operation the growths were so exten- 
sive that pylorectomy was out of question. 

Dr. ALEXANDER B. JOHNSON said that some years ago he 
operated on a boy, not over fifteen years of age, with a mas- 
sive carcinoma of the stomach which involved almost one-half 
the great curvature. The tumor was found inoperable after the 
abdomen was opened. 

Dr. Wootsey said that the statement made by Mikulicz, to 
which Dr. Dowd had referred, that strong adhesions between 
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the stomach and pancreas greatly increased the operative mor- 
tality in these cases had led him on one or two occasions to 
abandon the idea of resecting the stomach. Of course, where 
the adhesions did not cover a large area or were not very firm, 
it was perfectly justifiable to go ahead and take the risk. 


CARDIOSPASM: WITH REPORT OF AN OPERATIVE CASE. 

Dr. JouHN F. ErpMANN read a paper with the above title 
(for which see page 224). 

Dr. LILIENTHAL said that these cases must be extremely rare, 
and probably, if they were common enough, an instrument could 
be devised which would accomplish exactly what was necessary, 
and without the dangers which Dr. Erdmann had mentioned. 
If the condition could be remedied by a non-operative method, 
it should certainly be preferred to an operation. A device which 
might possibly prove serviceable in these cases was the rubber 
bag that was quite commonly used for the purpose of dilating the 
cervix uteri. It was covered with a spool-shaped silk covering 
and if it could once be introduced into the cardia it could be 
inflated without danger of lacerating the tissues and there would 
be no possibility of rupturing the rubber. 

Dr. ERDMANN said that in the case reported by Straus, to 
which he had referred in his paper, the cardiospasm was treated 
by means of an inflatable rubber bag attached to the distal end of a 
stomach tube. The ultimate outcome of that method was still 
in doubt, as the cases in which it had been resorted to were of 
very recent occurrence. 


CESOPHAGEAL TUBE FOR USE DURING NARCOSES. 


Dr. Witty Meyer showed an instrument designed by 
Krausch for the purpose of obviating fecal drowning during 
operations for intestinal obstruction. 

Dr. Rozert H. F. DAwBARN commented favorably upon the 
ingenuity of the device shown by Dr. Meyer. He added, how- 
ever, that for those who might not wish to buy all new contriv- 
ances if they could make others do the same work,—and particu- 
larly in discussing material of such comparatively short life as 
rubber,—the same good purpose of preventing feces from passing 
during operation up the cesophagus from the stomach might 
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be accomplished by the use of Dr. Syms’ perineal prostatic 
reatractor. Of course, it was a convenience in the device 
shown by Dr. Meyer that it was hollow from end to end, and 
through it one might finally wash out the stomach. However, 
on removal of the Syms’ retractor, a stomach tube could in a 
few moments be passed in its place, and do the same work of 
lavage. 


CONGENITAL HYDRONEPHROSIS. 


Dr. ErRDMANN showed a specimen, which was removed 
from a child three months old. The circumference of the child’s 
abdomen prior to the operation was 21% inches, and immediately 
after the operation 13 inches, and the weight of the child fell 
from fourteen and a half pounds to nine and three-quarter 
pounds. The only history obtainable was that the child was 
born with considerable difficulty on account of the presence of 
an immensely enlarged abdomen. The operation was done three 
weeks ago and the patient made an uneventful recovery. 





Stated Meeting, February 28, 1900. 


The President, Dr. Georcze Wootsey, in the Chair. 





PERFORATED GASTRIC ULCER; GENERALIZED PERITONITIS. 


Dr Cuarvtes H. Peck presented a woman, 23 years of 
age, who was admitted to Roosevelt Hospital, service of Dr. 
R. F. Weir, late in the evening of December 17, 1905, with the 
following history: She had been troubled with indigestion for 
a long time, and about two years ago had vomited some blood. 
There had been no especial exacerbation of symptoms of indiges- 
tion up to 6 o’clock the afternoon before admission, when she was 
suddenly seized with violent epigastric pain, vomiting and col- 
lapse. There was no blood in the vomitus. The pain continued, 
and distention of the abdomen increased steadily up to the time 
of admission. 

On admission, the abdomen was found greatly distended; 
tenderness and rigidity were general, but greatest in the upper 
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half of abdomen. On percussion there was complete absence 
of liver dulness ; tympanitic note all over front of abdomen with 
shifting dulness in the flanks; no fluid wave detected; facies 
anxious; respiration rapid and shallow; pulse, 138, small and 
thready. No leucocyte count was made. A diagnosis of per- 
forated gastric ulcer was made, and the patient was immediately 
prepared for operation. 

Operation at II p.M., 29 hours after the onset of symptoms 
of perforation. Ether anzsthesia. 

A median incision made above the umbilicus; on opening 
the peritoneum, there was a gush of gas and turbid fluid. Thick 
flakes of recent lymph covered the anterior aspect of the stomach, 
and the adjacent surfaces of the liver and surrounding peri- 
toneum. Some delay was caused by searching for the perfora- 
tion in the region of the pylorus before it was finally located 
about midway between the greater and lesser curvatures on 
the anterior wall, not far from the centre of the anterior aspect. 
The perforation was large enough to admit the little finger. The 
surrounding stomach-wall, for a radius of nearly an inch, was 
thickened, infiltrated and friable. The perforation was closed 
with silk mattress-suture, placed with some difficulty, owing to 
the friability of the surrounding stomach-wall, and a few silk 
Lembert stitches effected an imperfect inversion of the area. 
The peritoneal cavity was then rapidly flushed with salt soiu- 
tion through the large Blake tube. Purulent fluid, flakes of 
fibrin, and particles of food were washed from every part of the 
peritoneal cavity (excepting the lesser sac), including the sub- 
diaphragmatic space. Large quantities were removed from the 
pelvis and both flanks; the abdominal cavity was unusually long 
and capacious. The gall-bladder and liver were normal. 

Two large cigarette drains were placed down to the site 
of the perforation, between the anterior surface of the stomach 
and the under surface of the liver, and excepting at their point 
of exit; the abdominal wall was closed by layers with catgut, 
chromic gut, silkworm and silk. Time of operation, 34 minutes; 
patient’s condition very poor. 

The patient rallied well under stimulation; the bowels were 
moved by an ox-gail enema at the end of 48 hours, and the 
symptoms of peritonitis gradually subsided. There was little 
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or no vomiting after the operation, and the temperature sub- 
sided gradually, but the pulse remained persistently high (115 
to 130) for more than a week. The drains were first removed 
on the sixth day, and replaced by smaller ones. There was a 
rather profuse discharge from the drainage-tract for about two 
weeks, but there was never any escape of food or gas. There 
was some late infection in the muscular planes, which subsided 
without incident. Milk feeding was commenced at the end of 
forty-eight hours, and soft solids in about ten days. Convales- 
cence was somewhat slow but progressed favorably, and at the 
time of the patient’s discharge from the hospital, on January 
24, 1906, while still weak, her condition was very satisfactory. 
The wound was entirely healed, excepting a shallow sinus at 
the point of drainage. A small abscess developed in the abdom- 
inal wall about three weeks later, but healed without incident. 


TRAUMATIC ANEURISM OF THYROID AXIS. 


Dr. CHarces H. Peck presented a boy, 14 years of age, who 
was admitted to Roosevelt Hospital, service of Dr. R. F. Weir, 
on January 12, 1906, with the following history: On New Year’s 
Eve, 12 days prior to admission, he was stabbed in the neck with 
a tin horn. He was brought to the hospital at once in the ambu- 
lance, suffering from shock and hemorrhage. 

There was a small lacerated wound (% in. long) about 1%4 
inches above the centre of the right clavicle, which bled profusely, 
and there was an extensive ecchymosis in the surrounding region. 
The wound was dressed, and he was kept in the ward for two 
days for observation. The hemorrhage was easily checked by 
pad pressure and bandaging. Condition rapidly improved, and 
he left the hospital with the wound healing cleanly, rather wide- 
spread ecchymosis, but no paralysis, nor evidence of nerve injury 
or pressure, symptoms which were carefully looked for as the 
point of injury was over the brachial plexus. He returned to the 
accident ward for dressing every day or two; the wound healed 
by first intention, and the ecchymosis subsided, but he began to 
complain of pain in the shoulder and upper arm. On January 
12, the day of admission, he returned, complaining that the 
pains were increasing and that the arm was weak. 

On examination, a pulsating tumor was found beneath the 
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a, Sternomastoid ; divided and reflected. b, Scalenus anticus; divided and reflected. 
c, Internal jugular vein. d, Subclavian vein. e, Common carotid artery. f, Subclavian 
artery, showing ligatures on first and third portions. g, Thyroid axis, forming stalk of 
aneurismal sac. h, Transversalis colli artery, ligated and divided. i, Brachial plexus. 
j, Phrenic nerve. k, vagus. 1, Aneurismal sac; dotted lines indicate where sac was laid 
freely open at outer and inner aspects. m, Clavicle. n, Omohyoid. 
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lower part of sternomastoid, projecting beyond its posterior 
border, and anteriorly to its anterior margin. The upper limit 
could be fairly well defined, and was 1% to 2 inches above the 
clavicle; the lower limit could not be defined, extending down 
to the clavicle. Pulsation was expansile and strong. There was 
marked inequality of the pupils, that of the injured side being 
contracted, indicating pressure on the sympathetic nerve. There 
was a partial paralysis of the upper-arm muscles, most marked 
in the deltoid, caused by pressure on the brachial plexus. He 
was admitted to the ward for observation. During the following 
thirteen days, up to the time of operation, the symptoms did 
not materially change, excepting that the tumor increased slightly 
in size. The paralysis of the arm also increased slightly, but 
the pain remained about the same. The inequality of the pupils 
persisted. There was no inequality in the radial or temporal 
pulses. 

Operation, January 25, 1906, under ether. A V-shaped flap 
was dissected back, its anterior margin following the lower half 
of the anterior border of the sternomastoid, and its lower margin 
the clavicle. The external jugular vein was doubly ligated and 
divided; the sternomastoid was divided transversely about one 
inch above the clavicle, and reflected in both directions. The 
phrenic nerve was exposed on the anterior aspect of scalenus 
anticus, dissected free from it, and lifted forward with the internal 
jugular vein. The vein was then separated from the vagus and 
the carotid, and drawn outward. This exposed the anterior 
aspect of the inner part of the aneurismal sac, and below it the 
first portion of the subclavian artery, separate from the sac. 
A double safety ligature of heavy floss silk was passed around 
the artery. The third portion of the artery was then exposed 
external to the scalenus anticus, and a similar safety ligature 
placed at this point. By careful blunt dissection and retraction 
of the scalenus anticus, the entire artery was exposed; it was 
normal in size and appearance. Above it, and in direct contact, 
lay the aneurismal sac; passing from the artery directly into 
the sac was the short stem of the thyroid axis. Passing from the 
sac outward, the transversalis colli artery was seen. It was 
doubly ligated, and divided. An attempt was then made to 
pass a small, sharply curved aneurism needle around the thyroid 
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axis, close to the main vessel,—.e., between it and the aneurismal 
sac, but in spite of great caution, the sac, a false one, was 
ruptured in the attempt. Hzmorrhage was profuse; the safety 
ligatures were at once tightened, but only partly controlled the 
bleeding. The sac was torn into on its outer margin, and a 
finger thrust in, controlling the return flow from the branches 
by direct pressure. The safety ligature on the first portion of 
the subclavian was then tied with the double strand, Ballance- 
Edmunds knot; the other safety was replaced by a single strand 
of silk, tied on the second portion of the artery distal to the 
thyroid axis. The scalenus anticus was then divided transversely, 
and reflected, exposing the anterior aspect of aneurismal sac 
thoroughly. Pressure with the fingure within the sac was kept 
up continuously, severe hemorrhage occurring the moment it 
was removed. Attempts to secure the bleeding point through the 
outer opening in the sac failed, and gauze packing also failed 
to control it. The internal jugular vein was retracted outward, 
and the sac laid freely open on its inner border; clots were 
cleared out, and after long effort the principal bleeding point in 
the upper wall of the sac was secured by a clamp, which was 
left in place. The remainder of sac was packed with sterile gauze 
from both outer and inner sides to control the remaining haemor- 
rhage. The sternomastoid was sutured with chromicized cat- 
gut, the skin with silk. No attempt was made to suture the 
scalenus anticus. An intravenous saline infusion of 1000 c.c. 
was given on the table. Time of operation, 24% hours; condition 
fair. The aneurismal sac was a false one; posteriorly it lay on 
the prevertebral muscles; its lower margin extended down to 
and slightly behind the beginning of the innominate, and the 
first and second portions of the subclavian; its outer margin 
lay on the cords of the brachial plexus; the upper margin was 
beneath the origin of the scalenus anticus; the phrenic nerve 
and the internal jugular vein crossed the centre of the sac. 
The patient reacted well from the shock and hemorrhage. 
There was a sharp reaction of temperature to 103.4 in the first 
twenty-four hours, after which it never rose above 100. The 
radial pulse was first felt at the right wrist on February 4, the 
tenth day after operation. On February 5, the eleventh day 
after operation, the clamp was removed, and the gauze packing 
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withdrawn from the sac from both inner and outer sides. There 
was no hemorrhage. A small rubber tissue drain was placed in the 
anterior opening, and all stitches were removed. The wound 
healed without infection, and is now completely closed, except- 
ing for a small granulating defect at the anterior drainage point 
and one at the point of flap, where a small area of skin necrosed. 
The patient was allowed out of bed on the twentieth day after 
the operation. At the time of his discharge from the hospital, 
the paralysis of the arm had begun to improve slightly, but the 
pupils were still unequal. 

At the present time, February 28, 1906, the paralysis has 
entirely disappeared from the arm, but there is still some inequal- 
ity of the pupils. The pain in the arm disappeared shortly after 
the operation. 


TYPHOID PERFORATION. 

Dr. JoseEpH A. BLAKE presented a man 38 years old, who was 
admitted to the medical service of the Roosevelt Hospital on 
November I, 1905, in the estimated seventh day of a relapse of 
typhoid fever. Onadmission, his temperature was 103.6° ; pulse, 
go; respiration, 24; leucocytes, 14,600, Widal, negative. From the 
seventh to the thirteenth day, temperature varied from 102° to 
104° ; pulse 96 to 120. On the tenth day, the leucocytes were 8,000 ; 
the differential, 77 per cent. of polymorphonuclears. On Novem- 
ber 8, the fourteenth day of the relapse, his temperature dropped 
at noon from 103.4° to 99° ; the pulse from 100 to 88; the respira- 
tions to 20. This was followed by a severe chill at 5 p.m., with 
rise of temperature to 104°; pulse 104; respirations 24. He 
complained of some pain, referred to the umbilicus. There was 
slight distention, a good deal of rigidity and some general tender- 
ness. At midnight he was asleep and comfortable; at 3 A.M. 
he complained of some abdominal pain on drinking a glass of 
water; at 6 A.M. there was some distention, marked board-like 
rigidity, general tenderness, and absolute loss of liver dulness. 
Temperature 98°; pulse 100; respirations 24; leucocytes 15,300; 
differential, 79.6 per cent. polymorphonuclears. 

When Dr. Blake saw the patient that morning, he advised 
immediate operation, which was done under nitrous-oxide-ether 
anesthesia. The incision was made in the median line, just above 
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the pubes, on account of the maximum tenderness being at that 
point, and of the fact that by the rectum an indefinite fulness 
was felt in the pelvis. A diffuse sero-purulent peritonitis extend- 
ing to the transverse colon was found, and the belly contained 
free gas. The pelvis contained coils matted together by a fibrin- 
ous and purulent exudate, together with considerable fecal matter. 
One of the coils of the ileum, lying at the bottom of the pelvis, 
exhibited a single perforation about 4 mm. in diameter. This 
was closed by a silk purse-string and reinforced by a continuous 
silk suture. No other perforations or thinned portions needing 
suture were found. The mesenteric glands were considerably 
enlarged. The abdominal cavity was thoroughly irrigated with 
the double current irrigator, and the wound closed with a cig- 
arette drain reaching to the bottom of the pelvis. Time of opera- 
tion, 23 minutes. 

In this patient, the perforation had evidently occurred at 
12 o’clock noon on the day before; that is, just 24 hours before 
operation, and had caused a local pelvic peritonitis. Six hours 
before operation it had burst its confines and spread, giving rise to 
the characteristic signs of peritonitis. The location of the perfora- 
tion in the pelvis was responsible for the slight symptoms at first, 
the marked improvement in the earlier symptoms having been 
undoubtedly due to the slow absorption that occurs in pelvic 
inflammations. The after-course was characterized by a fair 
recovery at first, but with continued suppuration from the wound, 
with no tendency to heal. On the fifty-first day after operation 
the sinus was explored, under ether, and a quantity of dirty 
granulations from a deep pocket in the pelvis were curetted out. 
After this procedure, his convalescence was steady, and he was 
discharged on the seventy-second day, with a small granulation 
at the site of drainage. 


CEREBRAL CONTUSION; OPERATION. 


Dr. Joun A. HARTWELL presented a boy, ten years old, who 
was admitted to the Lincoln Hospital February 4, at 2 p.m., with 
the history of having fallen a distance of 20 or 30 feet, and land- 
ing on his head and shoulders. No one actually saw him fall, 
so that it was impossible to get accurate data on the above points. 
He was brought to the hospital in the ambulance in a conditien 
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of considerable shock, and partial coma. He could be aroused 
with difficulty; surface cold and pale; temperature 99.2; pulse 
120 and weak; respiration, 32. There was no paralysis. Pupils 
were dilated. No localizing symptoms of any sort could be 
made out. Examination of the head showed an extensive hama- 
toma over vertex and left parieto-frontal region. No evidence 
of fracture could be made out under this hematoma. There was 
no bleeding from the ears, mouth or nose, nor any subcon- 
junctival hemorrhage. The child was put to bed and the usual 
remedies for shock, including rectal irrigations and morphine, 
were given. In the course of an hour the shock had considerably 
lessened, and the coma was less deep. He continued to recover 
from the shock, but the coma again deepened, and the irritability, 
on being aroused, was becoming excessive. No coordinated 
response could be elicited in any way. He resented very mark- 
edly any manipulations, or any effort to make him answer ques- 
tions. He failed to recognize his father. 

All the reflexes were markedly exaggerated, but no paralyses 
or anzsthesiz could be made out. His condition was diagnosed 
as one of severe cerebral concussion, with progressing paralysis 
of the cerebral vessels, and beginning cedema of the brain. Under 
ether anesthesia, two hours and a-half after admission, incisions 
were made over the hematomata, and the skull explored; no 
evidence of fracture could be found. It was determined to open 
the skull for the purpose of exploration. Accordingly, the tem- 
poral muscle on the left side was exposed along its origin, its 
fascia turned back by a semilunar incision, and the fibres sepa- 
rated vertically, according to the method advocated by Cushing. 
A one-inch trephine opening was then made at a point one and 
a-half inches above, and one inch in front of the external audi- 
tory meatus, exposing the dura; this was seen to be dark in 
color,very tense, and without pulsation. No extra-dural hemor- 
rhage was found. The skull was rongeured away in all directions, 
making an opening of about 2% inches in a longitudinal by 2 
inches in a vertical diameter. The same condition of the dura 
was present in this whole area. A small opening was then made 
in the dura, and blood-tinged cerebro-spinal blood spurted 
out to the distance of about 3 or 4 inches, thus showing the 
pressure under which it existed. The dura was then cut away 
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over the whole surface from which the bone had been removed, 
exposing the brain beneath; the brain did not pulsate, the small 
superficial blood-vessels were dilated to three or four times their 
natural size, and the blood in them was of a dark, venous color. 
There was no actual trauma of either the vessels or the brain- 
tissue itself apparent. In the course of three or four minutes 
the pulsation in the brain gradually returned; the blood-vessels 
became much less prominent, and the blood in them became 
of an arterial color. Coincident with these changes, the condi- 
tion of the patient’s pulse and respiration was closely watched, but 
it could not be determined that any change took place, the pulse 
rate remaining from 110 to 120. The temporal muscle, which 
had been retracted antero-posterioraly during the manipulations 
in the skull and brain, was now allowed to fall together again, 
and was tacked with three or four catgut sutures; the temporal 
fascia was carefully sutured along the curved section with catgut, 
a small drain being left down to the brain-tissue. A copious 
dry dressing was applied to the wound. The child recovered from 
his anaesthesia without incident, and in the course of 3 or 4 
hours was entirely conscious with practically no symptoms of 
cerebral irritation. He gave the details of his injury, and told 
his name and address. His convalescence was uneventful; the 
wound healed per primam, and the pulsation beneath the temporal 
covering of the brain has been present ever since. There is no 
tendency for any increase in the size of the cerebral protrusion, 
but on the other hand, a decrease. Immediately after the opera- 
tion, and during the following days, it was as much as one-half 
to three-quarters of an inch above the skull level. It has gradually 
lessened, until now its maximum is only one-quarter of an inch, 
and palpation shows it to be less tense than it was two weeks ago. 
It would have been better to have made an osteoplastic flap, 
but no instrument for this was at hand, excepting the gouge 
and mallet, which, under the existing conditions, would have been 
exceedingly dangerous from the continued jarring necessitated. 
An attempt to leave the dura in situand re-suture it failed because 
of the great tension, and the subsequent gradual subsidence of 
this tension shows that a replacement of this dense membrane 
would have continued to an excessive intracranial compression, 
and defeated the very object of the operation. The uncovered 
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brain is a “ silent area,” and it may be hoped that the pericranium 
will develop enough thickness and firmness to protect it. 

The conditions which determined operation on this boy were 
rapidly increasing coma and cerebral excitability, with the strong 
belief by all those observing him that he was developing the 
very condition found,—namely, a vasomotor, paralytic cerebral 
cedema, which would inevitably prove fatal if not relieved. The 
absence of localizing symptoms left no other course than to 
produce a de-compression of the brain, and thus combat the loss 
of tone in the cerebral vessels. 

Subsequent Note, March 5, 1906.—The protrusion of the 
brain has entirely subsided, and given place to a depression 
one-half inch below the scalp; that is, to its normal level. 

Dr. GEORGE WooLsey said he had done a somewhat similar 
operation in a case of tumor of the brain for the same purpose 
as proposed by Dr. Cushing, although in his own case he did not 
split the temporal muscle, as he wanted more room. The opera- 
tion was comparatively easy, although it simply disclosed an 
increase in brain pressure. A needle was inserted into the lateral 
ventricle, and about six drams of fluid withdrawn. The man made 
a prompt recovery from the operation, and the very severe head- 
ache, from which he had previously suffered, disappeared. He 
was also practically totally blind and deaf; the former symptom 
was unaffected by the operation, but there was slight improve- 
ment in the deafness. The operation was justifiable in cases 
where the brain lesion could not be localized, and where there 
were indications for relief from brain pressure. 


FORWARD DISLOCATION OF THE CARPUS. 

Dr. IrvinG S. HAYNEs presented a man, 35 years old, who 
was admitted to hospital on January 30, 1906. The history he 
gave was that last September, while working at a wire-machine, 
his right hand was caught in a loop of wire and severely twisted. 
After the accident, he was treated for a time at the dispensary. 

Examination showed a scar one-quarter of an inch wide 
across the back of the wrist. The lower end of the radius was 
considerably thickened, but the styloid process seemed to be in 
its normal relation to that of the ulna. There was a complete 
forward dislocation of the carpus, without lateral displacement. 
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The movements of the wrist were fair, and those of the fingers 
were normal, but he complained that the hand tired easily. 
An X-ray negative showed a forward dislocation of the carpus, 
and apparently an indistinct line of fracture of the radius about 
one inch above its lower end, with slight tilting backward of the 
lower fragment. In other words, it looked like an old Colles’ 
fracture, with dislocation of the carpus in addition. 

On January 31, 1906, under ether anesthesia, reduction was 
attempted by manipulation, but this proved impossible. The 
joint was thereupon exposed through lateral incisions; an 
examination confirmed the above findings, and showed, in addi- 
tion, that the carpus lay in a shallow depression in front of the 
radius. The first row of carpal bones were removed singly, and 
reduction was then easily accomplished. A_ through-and- 
through drain of a dozen silkworm-gut strands were inserted, 
and the wounds sutured. A _ plaster-of-Paris dressing main- 
tained the hand in an over-corrected position. The drainage 
was removed on February 2, and the patient was discharged 
five days later. 

An examination on February 28 showed that the position 
of the carpus was good. There was excellent motion in the 
wrist and fingers, considering the short time that had elapsed 
since the operation, and the continued use of the splints. The 
incisions healed without incident save in one small spot. 


HYPERTROPHY (FIBROADENOMA) OF THE BREAST. 

Dr. Irvinc Haynes presented a photograph and specimen, 
removed from a girl of thirteen years, who was admitted to 
hospital on January 26, 1906. 

In April, 1905, it was noticed that both breasts began 
to enlarge. They were a little painful on pressure, but this 
symptom soon disappeared. The breasts were almost equal in 
size, the right one being perhaps slightly larger than the left 
until last September, when the latter began to enlarge very 
rapidly. Menstruation, at that time, had been established a 
year ago, and was regular. 

Examination showed that the right breast covered the area 
from the second to the sixth ribs, and from the anterior axillary 
line to an inch and a-half from the sternum. It was firm, and 
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Fic, 1.—Fibro-adenoma of breast. 
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while considerably larger than usual for a girl of her age, it did 
not show any evidences of abnormal growth. 

The left breast was very large, reaching to the ilium when 
the patient was standing (Fig. 1.). A record was not made of 
its length and circumference, but after removal it weighed exactly 
eight pounds. The nipple was flattened, and the region about 
it excoriated. Sensation over the area was diminished. The 
breast was freely movable on the deeper structures; it was not 
painful, and only inconvenient by reason of its weight and 
size. The axillary glands were not enlarged. 

On January 30, 1906, under ether anesthesia, the breast 
was easily and quickly removed. The wound healed by primary 
union, and the patient left the hospital on February 13. Dr. 
Rogers, pathologist to the hospital, reported that the growth 
was a fibroadenoma undergoing mucoid degeneration. 

In addition to the hypertrophy of the breast, the girl had 
a fibrous growth of the gums of the right side of both the upper 
and lower jaws, in which the teeth were nearly buried. This 
growth had existed since childhood; it was not painful, it did 
not bleed, and had been very slow in its development. 

Dr BLAKE said the condition of the girl’s gums recalled a 
case of symmetrical hypertrophy of the gums which came under 
his observation about three or four years ago. On looking up 
the subject at that time, he found that the condition was a rare 
one. The microscope showed a dense, fibrous hyperplasia of 
the tissue of the gums, and suggested some defective nerve 
influence. The condition was analogous to what he had observed 
in hypertrophy of the bones and tissues of one side of the face. 


THE DIAGNOSIS AND TREATMENT OF TYPHOID PERFORA- 
TION. 

Dr. GEoRGE Woo.tsey read a paper with the above title 
(for which see page 652). 

Dr. JosepH A. BLAKE said he thought it was a reproach that 
more of these patients did not come to operation. His own 
experience with typhoid perforation was limited to eight cases, 
with four recoveries. In regard to the diagnosis and the indica- 
tions for operation, Dr. Blake said he agreed essentially with 
Dr. Woolsey. He mentioned one case which he saw in con- 
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sultation with Dr. Peck last fall where there was pain and a 
trifling amount of rigidity; an operation was advised, but the 
attending physician decided to wait a little longer and the patient 
eventually recovered without an operation. In that case there were 
undoubted signs of peritonitis, probably from deep ulcerations, 
and an operation would perhaps have been the least dangerous 
plan of treatment. 

Rigidity, Dr. Blake said, was not a very reliable symptom 
in typhoid perforation, although sometimes it was pronounced. 
Pain was the most important symptom, but the fact should not 
be lost sight of that the sensorium of these patients was ofttimes 
clouded. In operating, the speaker said, he had always employed 
general anesthesia, and made his incision in the lower part of 
the rectus. In some of his cases, he had closed the wound 
without drainage; in these, there had not been much exudate 
left in the abdomen, and they did as well or better than those 
in which drainage was employed. He had always irrigated 
freely with large quantities of saline solution. 

Dr. Joon A. HARTWELL reported the case of a friend not 
under his own care where during the third week of typhoid 
there was hemorrhage from the bowels, with vomiting, and 
sudden pain in the right lower quadrant of the abdomen. 
Rigidity was not marked. Upon opening the abdomen, there 
were evidences of peritonitis, with considerable exudate, which 
was just becoming purulent. No perforation was found. Drain- 
age was established and recovery ensued. 

In a second case occurring in the service of Dr. Adrian V. 
S. Lambert, at the Lincoln Hospital, the woman gave a history 
of having been ill for five or six weeks. She had had fever 
and pain in the abdomen, and was bedridden, but the exact 
nature of her illness had not been determined. Upon examina- 
tion, a tumor was made out in the region of the appendix, and 
she was operated on under the impression that the case was one 
of appendicitis. Upon opening the abdomen in the usual site 
for such operations, a large abscess was evacuated, but the 
appendix itself could not be found. Shortly after this operation, 
the patient developed a fecal fistula which failed to heal, and 
after five or six months the abdomen was again opened through 
the old scar, and several large perforations were found, one in 








\ 
| 














TYPHOID PERFORATION. 941 


the caput coli, and the others in a coil of the ileum at some dis- 
tance from the ileocecal junction. The nature of these perfora- 
tions suggested that they were due to some ulcerative condition. 
The appendix, apparently perfectly normal, was found lying 
behind the cecum, and it had evidently not been the cause of 
the previous trouble. The case, was reported as possibly one 
of typhoid fever, with ulcerations through the cecum, though 
the indefiniteness of the early history made the diagnosis neces- 
sarily uncertain. 

Dr. Woo.sey, in closing, in discussing the subject of per- 
itonitis without perforation, said it was a well established fact 
that adhesive peritonitis did occur, and he had seen cases where 
omental adhesions covered an ulcerated Peyer’s patch. In a 
case shown at a meeting of the Society some years ago by Dr. 
F. Tilden Brown, in which recovery had taken place after per- 
foration, the result was partly attributed to the fact that the 
omentum had become adherent over the ulcerated Peyer’s patch, 
and had acted as a trap-door, so that very little exudate escaped 
into the peritoneal cavity. In that case, the wound was closed 
without drainage. Such a condition would also account for the 
so-called cases of perforation that recovered without operation. 
This subject had given rise to a good deal of controversy, and 
while some held that the mortality of typhoid perforation with- 
out operation was 95 per cent., others claimed that it was as high 
as 100 per cent. Osler is reported to have never seen a recovery 
in such a case. In those cases where recovery occurred, there 


was probably a certain degree of peritonitis, but without 
perforation. 
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Stated Meeting, February 2, 1906. 


The President, Dr. D. A. K. STEELE, in the Chair. 


CZSOPHAGEAL POLYP REMOVED BY OPERATION. 

Dr. W. R. Cunsins (by invitation) reported a case of cesoph- 
ageal polyp removed by operation, and exhibited the specimen. 
The patient was 45 years of age, married; occupation, roofer. 
He had been previously healthy; he gave no history of any 
disease. He was the father of ten children, seven of whom were 
living. During the administration of an anesthetic for the reduc- 
tion of a dislocated shoulder joint the patient vomited, and during 
this act the tumor was extruded from the mouth, and was grasped 
and measured, so that it protruded four inches outside the mouth. 
He wanted to remove the tumor, but the patient’s wife objected 
and insisted on his returning it, and it was swallowed back. 
After this it was necessary to anzsthetize the patient again for 
another operation, and several attempts were made to remove the 
polyp by introducing a forceps down through the cesophagus, 
but were unsuccessful. Shortly after this the patient began to 
develop symptoms of obstruction. These were not severe at 
first, but at the end of three months obstruction was so marked 
that he was unable to take anything except liquids. Solid food 
was ejected unchanged. The tumor seemed located at the sternal 
notch. For over half an hour it was impossible to get fluids up 
or down. Patient could neither vomit nor swallow. At the end 
of three-quarters of an hour the tumor seemed to pass down, so 
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that the patient was again able to swallow water or milk and 
other liquid food. He had become very much emaciated when 
he appeared the second time. He was now prepared for an 
operation on the neck, and attempts were made to nauseate him, 
so that he would throw up the tumor. His stomach was filled 
with water; he was given some apomorphia, but no fluids would 
come up. He was, therefore, anesthetized, but attempts made 
to draw the tumor from the throat failed. Dr. Wm. E. Schroeder 
and the speaker then did a lateral cesophagotomy, after having 
located the cesophagus with stomach-tube, and they found the 
tumor situated on the anterior portion of the cesophagus, with the 
pedicle a little to the left of the median line just above the larynx 
and cricoid cartilages and extending down into the cesophagus 
for about seven inches. It was ligated and removed, and the 
wound closed, with packing. The tumor measured sixteen centi- 
metres in length, just above the lower end it was rather cone- 
shaped, and was five centimetres, in diameter and at the pedicle 
one centimetre. It weighed 210 grams. The lower end was 
eroded when they removed it. When it was first extruded, six 
months before, there was no erosion at the lower end. 

In looking up the literature the reporter had found the best 
article on the subject had been written by Minski, of Dorpat, who 
had gone back to 1687 and had brought the literature down to 
1887. The first case was seen by von Heys, who tried to get 
rid of the tumor by brushing it, and in so doing excited inflam- 
mation which killed the patient. This article was exceedingly 
interesting from the fact that it was printed in five languages, 
Latin, French, German, English, and Swedish. 

They found three cases reported in which the tumor was 
removed by the mouth. The tumor had been thrown up and held 
until it was clipped off, the pedicle ligated, and returned. The 
other tumors were diagnosed at autopsy. The patients had 
symptoms of obstruction during life. The tumors were located 
at different places in the cesophagus, from the upper portion of the 
larynx down to the middle portion. Some extended down as far 
as the pylorus (?). 

These tumors had been described as steatomata, but the more 
recent ones as fibromata, with large amounts of fat. The micro- 
scopic slides showed large amounts of fat. To look at the tumor 
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one would not suspect fat. In some portions there were small 
accumulations of lymphoid tissue. 

Monroe in 1763 described the case of a man who vomited 
a four-prong fleshy tumor, with one pedicle. He was allowed to 
swallow it again, and after seven or eight months died of starva- 
tion. Monroe, Jr., described another case of the same type in 
1797. 

In the microscopic sections described by Professor Minski 
they found that the description fits the tumor they had removed 
exactly, with the exception that the cesophageal mucosa was very 
much more marked, and the papilla were more marked in their 
sections than in the illustrations which he gave. But the fibrous 
tissue, arranged in layers, was very prominent, with a fatty layer 
in between, and with only one portion that looked like a clear 
fibroma in the specimen which upon section showed lots of fat. 

In the bibliography they found the only trouble with the 
voice was when the tumor involved the larynx by traction on the 
mucous membranes pulling back upon the arytenoid cartilages. 

Dr. B. W. Sippy read a paper, by invitation, entitled “ Diag- 
nosis of GZsophageal Lesions,” (for which see page 858). 

Dr. WittiAmM E. SCHROEDER said as to the operation for the 
removal of the cesophageal polyp they succeeded in getting hold 
of the tumor with a pair of forceps and in putting a clamp on it, 
but were unable to deliver it. He thought this was fortunate in 
a way, because there were large vessels in the pedicle of the 
tumor. An external cesophagotomy was finally performed and 
the tumor fished out with the finger; the pedicle was clamped 
above and below, sutures applied to the pedicle first, and the 
cesophagus closed with Czerny-Lembert sutures, and the wound 
packed. 

If these tumors lay deep down, as they did at times, in the 
thorax, he thought it would be difficult to remove them. Even 
with the cesophagoscope it was hard to see how one could grasp 
such a pedicle at such a long distance through the cesophagoscope. 

As to trauma of the cesophagus, about eight years ago a 
recent graduate decided that it was necessary to wash out his 
brother’s stomach. Accordingly, he procured a soft stomach- 
tube, and proceeded to introduce it. The patient, a young 
man twenty years of age, expressed great pain immediately the 
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tube came to the cardiac end of cesophagus, and the fluid was 
passed in. The case came to post-mortem in short order. It was 
found that there were no pathological changes in the lower part of 
the cesophagus, but that the tube had perforated the cesophageal 
wall and the left thoracic cavity was filled with water. Micro- 
scopical examination slowed the cesophagus was perfectly nor- 
mal; the stomach was normal, and the patient was normal in every 
sense of the word. He had eaten something which did not agree 
with him, and he thought it was the proper thing to have his stom- 
ach washed out. Here was a serious accident following a simple 
procedure. 

Dr. Louis GREENSFELDER said the swallowing of foreign 
bodies, such as fish-bones, small particles of chicken-bones, etc., 
not infrequently caused abrasions of the mucous membrane of 
the cesophagus and produced cesophageal abscesses. 

Another point was the occurrence of typhoidal ulcers at the 
lower portion of the cesophagus, which Dr. Sippy omitted to 
mention. : 

Dr. DANiEL N. EISENDRATH asked whether the cesophago- 
scope was absolutely necessary in the diagnosis of cesophageal 
lesions? Also, whether it was not sufficient to use the various 
forms of bougies and bismuth, with the use of the X-ray, etc., 
in making an ordinary diagnosis of cesophageal lesions? He 
asked whether any microscopical examinations had been made in 
these cases of cardiospasm. He asked whether the administra- 
tion of large quantities of bismuth in these cases and of getting 
an X-ray shadow of this spindle-shaped dilatation would not be 
a great aid? 

He presented to the Society about two years ago a young 
man who had specific stenosis of the cesophagus. He was very 
much emaciated, and cesophageal bougies were arrested at about 
the level of the bifurcation of the bronchi. X-ray with the aid 
of bismuth was used, and the X-ray showed that the bismuth 
was arrested at about the level that the bougie was. Autopsy 
showed that there was no diverticulum, as was thought possible 
at the time, but there was cesophageal stenosis of specific origin, 
as was originally thought from a distinct history of syphilis. 

Dr. Sippy replied that the chief value of the cesophagoscope 
was for the removal of foreign bodies. There it became indispen- 
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sable. A foreign body firmly lodged in the cesophagus constituted 
a very serious condition; unless removed it sooner or later caused 
the death of the patient. The early use of the cesophagoscope for 
the removal of a foreign body must be strongly urged. During the 
first day or two, after a foreign body had lodged, there was very 
little inflammation present, but after three or four days or a week, 
inflammation became intense; abscess formation occurred; per- 
foration of the wall of the cesophagus was likely to take place, 
and above all, after a short time inflammation surrounding the 
foreign body made it difficult to extract. So whenever a foreign 
body was lodged in the oesophagus in an inaccessible position, 
which could not be pushed down or brought up, the cesophago- 
scope should be used at once, and in a great many cases, not in 
all, the foreign body could be extracted. 

As to the use of the cesophagoscope in the diagnosis of 
lesions, relatively little aid was obtained by using this instrument 
in the diagnosis of diverticulum of the cesophagus. At times it 
was possible to see the communicating point between the cesopha- 
gus and diverticulum, but one usually saw only a pouch. 

As to its value in differentiating cicatricial stenosis from 
carcinoma of the cesophagus, in most cases a diagnosis could be 
made without the use of the cesophagoscope, but there were cases 
in which a good deal of difficulty might be encountered, and in all 
instances the cesophagoscope was likely to render diagnosis more 
positive. He had said in his preliminary remarks that there was 
great danger in assuming that carcinoma was present when 
obstruction existed. If one looked at the obstruction and found 
a nodular, ulcerated, or sloughing mass, the diagnosis of carci- 
noma would be greatly strengthened thereby. The instrument 
was certainly of value in cases that were not absolutely plain. 

In differentiating cicatricial stenosis from cardiac-spasm, the 
cesophagoscope he considered of value because usually the funnel- 
shaped stenosis produced by the cicatricial narrowing was quite 
different from simple muscular contraction at the lower end of 
the cesophagus. In most cases a differential diagnosis could be 
made fairly certain without the use of the cesophagoscope, but 
there was no question that one was much more certain after using 


the cesophagoscope than without it. 
In answer to Dr. Eisendrath’s question, he said that micro 
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scopical examination had been made when cardiospasm was 
present. Various theories had been advanced as to why idio- 
pathic dilatation of the cesophagus occurred. Mikulicz and 
Meltzer brought forth the idea of primary spasm of the cardia. 
Rosenheim believed that atony of the wall of the cesophagus or 
primary weakness of the wall of the cesophagus was responsible 
for the development of the dilatation in certain cases. ‘The proper 
tonus being absent, rapid eating caused undue filling of the 
cesophagus, resulted in sacculation and the lodgement of food; 
the accumulation of food irritated the wall of the cesophagus, 
which was likely to result in secondary spasm of the cardia. 

Kraus advanced the theory that degeneration of the pneumo- 
gastric nerve was a cause of idiopathic dilatation of the cesopha- 
gus. Normally, the closure at the cardiac orifice was under the 
influence of two forces, one the contraction of the circular fibres 
of the cesophageal muscle; the other an inhibitory force which 
caused relaxation of the cardia under the influence of swallowing 
and vomiting. Fibres from the pneumogastric supplied the im- 
pulse that relaxed the cardia. Other fibres of the pneumograstric 
supplied the peristalsis of the cesophagus. Disease of both sets of 
fibres resulted in a removal of the relaxing force governing the 
cardia, and at the same time caused weakening of the peristalsis of 
the cesophagus. A paretic cesophagus and unrestrained contrac- 
tion of the cardia would readily result in cesophageal dilatation. 
Kraus found degeneration of the pneumogastric nerve in one 
case. Klebs found fatty degeneration of the muscle. Round- 
cell infiltration of the muscle-wall had been found in cases asso- 
ciated with cesophagitis. 

Forcible dilatation was the best method of treating cardio- 
spasm. The passage of bougies had been followed in a number 
of cases by good results, but if dilatation of the cesophagus had 
occurred, such results were usually only temporary. It was 
impossible by passing a bougie to stretch the orifice, because one 
could not get in a large enough bougie to produce actual stretch- 
ing of the muscular fibre. In many cases, if there was inflamma- 
tion of the sac, when the bougie was passed it irritated the 
cesophageal wall, and spasm was increased by passing the bougie. 
This was true in the case spoken of by Dr. Graham. In this 
case any attempt made to pass the bougie was followed by greater 
spasm. 
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Other means had been devised to stretch the cardia. Rosen- 
heim and others resorted to the use of rubber bags that were 
introduced to the seat of stricture, and filled with air or water. 
When the rubber bag was distended with air or water, expan- 
sion of the rubber took place at the point of least resistance, 
which was downward into the stomach, and upward into the 
dilated cesophagus, so that insufficient pressure was exerted at 
the point where the greatest stretching was required. This, how- 
ever, did more good than the passage of bougies. Rosenheim 
resorted to this method successfully in one or two cases. Miku- 
licz did a gastrostomy in a case which was approaching inanition, 
hoping that by putting the cesophagus absolutely at rest the spasm 
would be relieved. After a period of two or three years, no 
influence having been exerted upon the spasm, he cut into the 
stomach and forcibly dilated the cardia with an instrument on 
the order of a uterine dilator. The symptoms were relieved. 
He operated subsequently on three other cases, and, according 
to the last reports, the results were good. Since then other sur- 
geons had adopted the same means. 

Dr. Sippy mentioned the manner in which he treated the 
case referred to by Dr. Graham, and two other cases. 

He had constructed a dilator which consisted of a rubber 
bag, about three and a-half inches long, encased in a silk bag, 
which limited accurately the distention produced. When inflated 
with air the circumference of the silk bag was 15 cm. The 
dilating force was accurately controlled by the silk bag, and the 
maximum pressure exerted at the point desired. The bag was 
introduced and held in position by a bougie. When collapsed 
and surrounded by a condom to prevent friction, the greatest 
diameter of the instrument was about half that of an ordinary 
stomach-tube. By altering the size of the silk bag any degree of 
dilatation desired could be readily accomplished. No anesthetic 
was required, and the serious operation of Mikulicz was obviated. 
In the case referred to by Dr. Graham the cesophagus held 500 
c.c. For three months previous to using the instrument the 
patient had been unable to take nourishment except through a 
stomach-tube, by means of which she was fed four times daily. 
The bag was used twice, and the obstruction was at once relieved. 
Since then he has dilated two other cases. One was a student 
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of the University of Illinois, whose cesophagus held 400 c.c. His 
trouble had lasted for three years, during which time he had lost 
a great deal in weight. In another case one dilatation was suffi- 
cient to relieve the symptoms for a period of six months. After 
a drinking bout there was a slight return of the spasm, and 
dilatation was again performed, with complete relief. One could 
readily see how the cesophagus might vary in size, and that a 
greater degree of dilatation might be required in one case than in 
another. It was possible to dilate the cardia efficiently and 
accurately without resorting to gastrostomy. 


PANCREATIC CYST. 


Dr. EpwArp H. OcHSNER exhibited some concretions re- 
moved from a pancreatic cyst. The patient presented a tumor 
in the left hypochondrium, which caused no special discomfort, 
except that it was slightly tender on pressure and alarmed the 
patient because of its presence. The patient had very thick 
abdominal walls, and although the diagnosis could not be made 
positively a probable diagnosis of pancreatic cyst was made. At 
the operation a cyst was found containing 700 c.c. of straw- 
colored fluid and three softish, irregular, yellow concretions, pea- 
sized and slightly larger concretions. 

In conjunction with this case he presented a trocar which 
he had used in withdrawing this fluid without spilling a drop. 
He said there were many similar trocars on the market, the 
only difference between this and the others being that this always 
worked, while the others rarely ever worked after they had been 
boiled three or four times. The reason why this trocar always 
works is because both the tube and the stilet are made of gun- 
metal and are made with the same care and in the same manner 
as an ordinary all-metal syringe, while the ordinary trocars on 
the market depend for their vacuum-producing power upon pack- 
ing, which is ruined by a few boilings. The instrument exhibited 
had been used for four years, boiled with all the other surgical 
instruments probably a thousand times, and is working just as 
well to-day as it did when perfectly new. The instrument was 
originally described in the May, 1903, number of the ANNALS 
OF SURGERY. 
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950 
DIAGNOSIS AND TREATMENT OF COXA VARA. 


Dr. JoHN L. PorrTer read a paper entitled as above. 

Dr. WALLACE BLANCHARD had come to the conclusion that 
much confusion could be avoided by classifying these cases as 
false and true coxa vara. One class of cases that would come 
under the head of false coxa vara Dr. Porter had not mentioned, 
and that was the coxa vara of infantile rickets, and these cases 
would be frequently seen. In the last five years they had had 
twelve cases of coxa vara from infantile rickets at the Home for 
Crippled Children. These cases were pronounced in every in- 
stance. The patients stood with a marked tilting of the body, 
but walked without limping. Skiagrams in several of these cases 
showed deflection downward of the neck and depression head 
of the femur. Adult cases of coxa vara, with a history of the 
condition having existed from childhood, should be classed under 
the head of the false coxa vara of infantile rickets. Again, under 
the head of false coxa vara he would place all cases of sudden 
onset—those cases that came on with sudden pain. He believed 
they were all cases due to traumatism. They were either cases 
of epiphyseal separation or of fracture, more or less impacted. 

A case of Dr. Greensfelder’s was presented to the Society 
a month ago, which in the speaker’s opinion was a clear case of 
impacted fracture of the neck. ‘The head and neck were deflected 
downward, but there was a distinct fracture line. He would put 
all cases of impacted fracture in which a skiagram showed frac- 
ture, all cases of epiphysealysis, and all cases with sudden onset of 
pain, and any history of traumatism in which deformity came on 
suddenly, along with cases of infantile rickets, under the head of 
false coxa vara. 

Then it was essential to give the conditions under which 
true adolescent coxa vara existed. The process was one of years. 
At first it was imperceptible. The patient or his friends would 
notice a slight limp. A year later they were sure that the patient 
limped in walking, and two years later there would be a distinct 
shortening of half an inch or more, and in the succeeding five 
or six years there would be a gradual increase. This was the 
case with the patient who had bilateral coxa vara, and whom he 
had exhibited at a previous meeting. Commencing at seventeen, 
the patient now being twenty-one, the condition had gradually 
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increased. Abduction deformity in one year had increased about 
ten degrees in one hip. In the other hip the neck was about 
horizontal. True adolescent coxa vara was a gradual, almost 
imperceptible, remoulding of the neck and a gradual depression 
of the head. In Dr. Blanchard’s case the diphtheria, which the 
patient had at the age of seventeen, probably had the effect of 
weakening bone structure, so that it failed to carry the weight of 
the body and gradually there was a remoulding under pressure. 
A weak epiphysis occasionally happened. He had a case of 
epiphysealysis about two years ago in a Grattan osteoclast, and 
the patient was still under treatment. He expected at the time 
to do a supracondyloid osteoclasis. He had made something like 
two hundred supracondyloid osteoclases, in which the epiphysis 
had an opportunity to separate, but this was the only case he had 
had in which it had occurred. He felt that weak epiphyses would 
occasionally occur, and he supposed those separations occurred 
in the hip the same as they did in the knee. Dr. Porter had 
shown one such case. Cases of separation of the epiphysis of the 
head of the femur should be classed under the head of false 
coxa vara. 

Dr. Porter had said truly that cuneiform osteotomy relieved 
the adduction deformity and was an ideal operation; but the 
same question came up here that arose at the last meeting, and 
Dr. Porter had not answered it. Dr. Blanchard had recently pre- 
sented a patient to the Society whose case had been progressing 
for five years, and in whom adduction deformity had increased 
about ten degrees, and shortening had increased in both legs, un- 
doubtedly because of more depression of the head than obtained 
years ago. At what stage in the disease in such a case were we jus- 
tified in doing cuneiform osteotomy? Dr. Blanchard said that his 
patient was ready for an operation at any time. If he did a 
cuneiform osteotomy and the disease was progressing as it had 
progressed for five years, while he thought he might get a good 
result from the osteotomy, he would lose that result completely 
in two years. The question arose, and was yet unanswered, 
When could we perform osteotomy on a progressive case with 
a result that would remain permanently good? This question 
he had not settled in his own mind, and said it was an open one, 
and when the various forms of false coxa vara were excluded 
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and the cases were simmered down to the one class of true 
adolescent coxa vara, which were slowly progressive, the ques- 
tion of operative procedure was of vital importance to the patient 
and of great concern to the surgeon. 

Dr. Louts GREENSFELDER remarked in regard to a case of 
coxa vara which was presented to the Society for him by an 
interne two months ago, that it presented the aspects clinically 
of the cases shown by Drs. Blanchard and Porter. The patient 
sustained a slight traumatism; but was able to be up and around, 
with slight limp. Nothing further was noticed for six months, 
when deformity was observed. This deformity was progressive 
for one year after it was first noticed. When the patient was 
exhibited to the Society it was two and a-half years after the 
injury, one year after the deformity was noticed. 

Dr. Porter referred to rachitic coxa vara in infancy. 
Whitman had called attention to the fact that a slight bending 
downward of the neck due to a rachitic affection of the joint in 
infancy passed unnoticed, because of the relatively shorter and 
thicker head and thick tissues about the hip. In fact, it was 
hard to distinguish a slight affection of the hip-joint in a child, 
and they oftentimes walk without a limp. When a _ patient 
reached the age of thirteen to fifteen, the slight bend in in- 
fancy resulted in an increasing strain upon the joint, and fhe 
rachitic distortion of the neck in infancy might be the determin- 
ing cause of greater depression of the neck in adolescence. Up 
to the time Dr. Blanchard began his investigation of rachitic 
joints with the X-ray, recognition of these rachitic bends at the 
hip in children was not made. We were very much at sea as to 
when the disease starts. In Dr. Blanchard’s case the disease 
seeemed to be progressing. Dr. Senn had reported one case 
which began at the age of thirty-nine, and was forty-two when 
distortion was recognized. 

As regards osteotomy, he did not see why a patient would 
not be just as well off with the leg abducted in a splint or plaster- 
of-Paris cast after osteotomy of the femur, because the femur in 
healing would be in better relation to the axis of the neck, and 
when the operation was completed, when union took place, the 
normal angle of the neck to the shaft would be practically 
restored, which, in a measure, precluded further development 
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of the deformity. He was rather inclined to think that it was not 
poor surgery to operate upon these cases when the neck of the 
femur was bent in a boy, 18 years of age, on the supposition that 
as he grew older his tissues were going to get older, and he had 
a better chance of restoration of the normal axis than in trying to 
get well with the weight ‘still borne at an acuter angle than 
normal, with greater strain on the neck. 

Dr. Blanchard’s case was the first one in which diphtheria 
was mentioned as being the possible determining cause. He 
did not see why any of the infectious diseases occurring at that 
time of life might not be a determining cause. 

Referring to Dr. Greensfelder’s case, in which he (Greens- 
felder) said the patient sustained a slight traumatism, which was 
followed later by deformity, he would say the epiphysis separated, 
but that it did not separate completely; it simply allowed the 
neck to slide down on the inner side, and there was constant 
inflammation and an attempt at restoration of function was kept 
up, and Whitman had pointed out that the neck was very apt 
to bend beyond the epiphysis where the softest part of the neck 
is. In Dr. Greensfelder’s case he did not see why a slight trau- 
matism should not be the true determining cause of coxa vara, 
a true bending of the neck, and why should we try to differentiate 
these cases from other cases so far as the diagnosis and ultimate 
function of the member were concerned? Any kind of trauma- 
tism in a boy might develop separation of the epiphysis, because 
of the tremendous strain that came from the bending of the neck 
downward, and finally there was a pushing off, with the same 
condition developing as in the case of Dr. Greensfelder and his 
own at the start. 


SINGLE KIDNEY IN MEDIAN LINE WITH TWO URETERS. 

Dr. D. A. K. STEELE reported the case of a man, 32 years 
of age, who presented himself with a history of stomach trouble, 
nausea, vomiting, and some distress for a period of three years. 
About three months before he came under Dr. Steele’s observa- 
tion he developed a direct inguinal hernia. In two or three weeks 
a similar hernia appeared on the opposite side. Patient came for 
the purpose of an operation to be cured of his acquired direct 
double inguinal hernia. He was sent to the West Side Hospital 
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and prepared for operation. When the patient was under the 
anesthetic and Dr. Steele was ready to begin the operation for 
hernia, in running his hands over the abdomen just below the 
umbilicus, he discovered a somewhat kidney-shaped tumor. This 
tumor was freely movable from side to side, and painless. He 
examined the patient before he was anesthetized, and there was 
no pain on pressure. The tumor was located below the umbilicus 
a little more to the right than to the left. Before doing the 
hernia operation he made a slit over the tumor and opened the 
abdominal wall and found that the tumor was retroperitoneal. 
It was kidney-shaped and apparently was a kidney. He slipped 
his hand up under the right kidney region and found no kidney 
there. There was nothing below the liver on the right side, only 
an empty space. There was a central tumor slightly movable, 
but it had no very great amount of excursion. The thought then 
occurred to him that as this was a kidney in the median line 
perhaps it had always been there; it might have found a new 
dwelling-place. He examined the left side for the left kidney, 
and found no kidney there. The man had this single, rather 
large kidney, which apparently had always occupied the position 
in the median line. The question arose whether the man had 
two ureters or one ureter. He thought for scientific purposes 
he had carried the examination far enough. He closed the wound 
in the abdominal wall without deciding that point definitely, 
thinking it could be decided later on by the introduction of 
catheters and by taking a skiagraph. He did a herniotomy, and 
a couple of weeks afterwards, when the man was convalescent 
and about ready to leave the hospital, he invited Dr. Kreissl to 
use his illuminating apparatus, cystoscope and ureteral catheters, 
and to examine the bladder to see if there were two ureteral 
openings leading into the bladder, and to introduce, if possible, 
metallic ureteral catheters, so that a skiagraph could be taken and 
determine whether there was one or two ureters. Dr. Kreissl 
did so. Some difficulty was encountered in introducing the 
cystoscope, on account of a small meatus and moderately tight 
urethral stricture. Under cocainization, without a_ general 
anesthetic, the bladder was explored and two ureteral openings 
were found. The cathether was introduced on one side with 
some difficulty, and then an attempt was made to introduce a 














KIDNEY WITH TWO URETERS. 955 


second catheter, which would only enter the ureteral opening, 
but would not go in more than three-quarters of an inch. The 
man complained of considerable pain, from the stretching of his 
urethra, and they desisted without taking a skiagraph at this time. 
Dr. Steele arranged for a subsequent examination three days 
later, and was ready to make it, but the man objected, and said 
that he would leave the hospital if he were subjected to another 
such examination. Dr. Steele declined to see him for two or 
three days, but before he left the hospital the patient sent word 
that he was anxious to have another examination. He made 
another appointment with Dr. Kreissl, who, he said, would give 
the result of the second examination to the Society. 

Dr. Steele exhibited the skiagraphs that were taken follow- 
ing the second examination by Dr. Kreissl. 

Dr. F. Kreissi said the case reported by Dr. Steele illus- 
trated the great value of the combination of sounding the ureters 
and of photographing the metallic sounds in position, or the com- 
bination of catheterization and radiography, as originally devised 
by A. B. Johnson, New York, in 1899, and almost simultaneously 
by Loewenhardt, in Berlin. It also demonstrated the weak points 
of intravesical segregation of the urine. 

He was called to see a case by Dr. Cuthbertson to catheterize 
the ureters for a functional test of the right kidney, because he 
(Cuthbertson) had found a very large tumor of the left kidney, 
and wanted to remove this kidney. He passed the cystoscope 
and found only one ureteral opening on the right side. He passed 
the catheter in the ureter and took sectional samples of the urine. 
At about two inches above the ureteral orifice, he got a slightly 
cloudy urine, which contained pus. After passing it four inches 
up the ureter he got clear urine. He could not see another 
ureteral opening. In this case there was no ligamentum inter- 
uretericum. He left an ordinary catheter in the bladder and the 
ureteral catheter in the pelvis of the kidney for three hours, 
collecting six ounces of urine from the ureteral catheter and none 
from the bladder. It seemed then that there was only one kidney, 
and that an operation could not be done. Dr. Kreissl then sug- 
gested leaving the catheter in situ and, after injecting bismuth 
emulsion through the catheter, having an X-ray picture taken. 
If then a shadowgraph showed a shadow to the left side, one 
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would be almost sure there was only one kidney and one ureter. 
The shadowgraph showed the ureteral catheter in position on the 
right side up to the right kidney, which permitted the conclusion 
that the patient had two kidneys. This taken together with the 
findings of the urine indicated there was trouble on the left side 
and apparently a fork-shape insertion of the left ureter into the 
right one by crossing the spine. The patient was a woman, 68 
years of age, who had an enormous pyonephrosis, there being 
practically no kidney tissue left. Considerable pus was encoun- 
tered in opening the kidney, and a stone was found lodged in the 
upper end of the ureter. 

In the case reported by Dr. Steele there were two ureteral 
orifices in the bladder in the normal position where they are 
usually found. There was urine coming from both ureters, yet 
there was only one kidney. It remained to be proven whether 
these two ureteral openings led to one or two kidneys. The only 
possibility of establishing this fact was to take an X-ray picture. 
On a glass plate these shadows showed much more distinctly than 
they do in the print. In measuring the distance from the ureteral 
opening to the renal pelvis, he found twenty centimetres on the 
left side, and about eighteen centimetres on the right side, and in 
the picture on the glass plate the ureters are seen converging 
toward the median line. 

Dr. Kreiss] considered the possibility of making a mistake 
in judgment when using intravesical segregation in these cases, 
and spoke of the superiority of catheterization in combination 
with the X-ray. In a case like that of Dr. Cuthbertson’s, where 
there was only one ureter, if one obtained a specimen of the urine 
by intravesical segregation, even preceded by a cystoscope survey 
of the bladder, one was unable to say whether there were one or 
two kidneys. In the other case there would be two working 
ureteral openings suggesting the presence of two kidneys, even- 
tually leading into a disastrous nephrectomy. He said that John- 
son, of New York, and Loewenhardt, who had devised this com- 
bined method, employed a lead stylet enclosed in an ordinary 
ureter-catheter. The bougie which he had seen used for this 
purpose quite frequently led to false diagnosis. At the narrow- 
ings of the ureter it was liable to be caught. When one intro- 
duced such a catheter into the ureter, and it was caught some- 











KIDNEY WITH TWO URETERS. 957 


where in a fold or at any of the anatomical narrowings, it would 
kink, and one would not be able to pass it farther; then if an 
X-ray picture were taken, one would see that the sound was 
coiled up, and this would lead one to make a diagnosis of stric- 
ture or even of a stone when there was none. The value of this 
method to determine enlargement of the pelvis of the kidney was 
problematical. If one should happen to enter the renal pelvis 
with a lead bougie, such as he had mentioned, it would likely coil 
up in such a manner that it would indicate a much distended renal 
pelvis. But it was not necessary to use it, because if there was a 
distended renal pelvis and the ureteral catheter entered the renal 
pelvis, urine would first escape as if it came through the ordinary 
catheter from a full bladder, and from the quantity of this urine 
one could determine the size of the distended renal pelvis. For 
sounding both ureters simultaneously it was better to use a bougie 
flexible and the end sufficiently bevelled so as not to injure the 
ureter, whici: the lead bougie was likely to do. For simultaneous 
catheterizatic:.. which was necessary in Dr. Steele’s case, he found 
this cystoscope insufficient. 

To obtain urine from both kidneys separately, smaller-sized 
catheters would be sufficient; but when larger-sized bougies or 
catheters were used, which are armed with a lead stylet inside, 
great difficulty would be encountered in passing both and in 
obtaining a shadowgraph of both sounds in the ureters at the same 
time, because of too much friction between the two moist 
catheters. 
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A TREATISE ON FRACTURES AND DisLocaTions. by Lewis A. 
Stimson, B.A., M.D., LL.D., Professor of Surgery in Cor- 
nell University Medical College, New York; Surgeon to 
the New York and Hudson Street Hospital, ete. New 
(4th) edition, thoroughly revised. Octavo, 844 pages. Lea 
Brothers & Co., Publishers, Philadelphia and Yew York, 
1905. 

In the fourth edition of Dr. Stimson’s work, which follows 
the preceding edition after five years, the chief changes have 
been made in the following directions: In the study of the forms 
of fracture in the vicinity of joints by means of the ROntgen 
rays; in the more frequent resort to open operation in fractures ; 
in the more extensive application of the ROntgen rays to diag- 
nosis, thereby enabling more systematic classification and descrip- 
tion, especially in the fractures and dislocations of the carpal 
bones; in the largely rewritten section on fractures of the lower 
end of the humerus in the young; in the reduction of old dislo- 
cations by open measures; and in many new illustrations added 
or substituted for the old. 

The work of Dr. Stimson has long been highly esteemed. 
There is a terseness of expression and a practical way of putting 
the storehouse of accumulated information which it contains that 
are very readable and very instructive. The arrangement of the 
matter has been carried out upon an anatomical basis—and this 
systematic method of presenting the facts has made the imparted 
knowledge easier of understanding and retention. The bringing 


to bear of the ROntgen rays upon questions of diagnosis, and 


upon the corroboration of the opposition of broken bone-ends 
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and dislocated joint-ends accomplished by manual methods, has 
been well carried out. The matter of treatment by the various 
forms of splinting and postural methods is excellent and is gen- 
erally well illustrated. The pathology and mechanism of frac- 
tures and dislocations are explained and pictured plainly. 

The one direction in which the present writer would say 
there is need of dealing with in greater detail, is upon the appli- 
cation of the open method of treatment to those cases of fracture 
and dislocation where the ordinary methods prove inefficient. 
As already mentioned, greater attention than heretofore is given 
to this important subject,—and more to Dislocations than to 
Fractures,—but not as much attention, in detail, it would seem, 
as the subject deserves. This is the newest line of the applica- 
tion of surgical science to this category of traumatisms; and it 
would appear that enough trustworthy and creditable work has 
been done along these lines to make possible the working-out of 
more specific and definite technical details applicable to the more 
common fractures and dislocations, elaborating a distinct opera- 
tive procedure to expose the ends of the broken or dislocated 
bones, in connection with the safe avoidance of important struc- 
tures on the way to the site of trauma, together with the manner 
of dealing with the special conditions found. The time will 
undoubtedly come when definite operations for classically- 
recognized fractures and dislocations will be described and illus- 
trated. Many men, especially those who operate less frequently, 
would operate more frequently if the technic of operation were 
more clearly laid down in individual and specific fractures and 
dislocations rather than generalized, and that often briefly and 
without detail, at the end of chapters or subjects. 

A new and useful method of utilizing the corroborating 
power of the ROntgen rays in the putting into apposition of 
broken or dislocated bone-ends, not noticed by the writer in the 


review of the work, is the following: The patient lies upon a 
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wooden table of medium heigth, the Crookes-tube is placed be- 
neath the table, and the surgeon, wearing “ fluoroscopic spec- 
tacles ” (a special form of fluoroscope strapped to the head), with 
hands thus freed, bends over the involved lesion, making and 
retaining the adjustment of the bones during the application of 
a retentive appliance, every step of which application he is thus 
able to watch, as to its bearing upon the disrupted bone-ends. 


WarrEN S. BICKHAM. 


FINDLEY’S GYNECOLOGICAL D1AGNnosis. <A Treatise on the Diag- 
nosis of Diseases of Women. For Students and Practition- 
ers. By PALMER FINpbLEy, B.S., M.D., Assistant Professor 
of Obstetrics and Gynecology, Rush Medical College. 
Octavo, 588 pages. Lea Brothers & Co., Philadelphia and 
New York, 1905. 

All who are interested in gynecology realize the need 
of suitable works on this important subject. There should be, 
first, comprehensive treatises on the pathology of the subject; 
secondly, on the diagnosis of gynecological conditions; and, 
finally, on the treatment of these conditions, both operative and 
otherwise. While all three phases of this subject can be, and 
usually are, treated in one volume, it would seem best to have 
one or more authoritative treatises on each of its important 
phases. The need of such treatises in gynecological pathology 
are most urgent, for these should be the foundation of both the 
diagnosis of gynecological conditions and also their treatment. 
The lack of this foundation is most apparent to anyone reviewing 
the many gynecological text-books. It has caused not only an 
absence of uniformity among the different writers but has also, 
at times, led to the artificial and erroneous classification of dis- 
eased conditions and their treatment; as, for example, let any 
one compare the subject of endometritis as discussed in any six 


of our modern text-books and note the lack of uniformity in the 


classification and pathology of this condition. 
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The writer of the present volume has covered the first two 
phases of the subject by considering the question of the diagnosis 
of gynecological conditions in connection with the pathological 
changes giving rise to these. 

The first part of the present edition, consisting of 123 pages, 
is devoted to the consideration of the general diagnosis of gyne- 
cological conditions,—1. e¢., the history of the case, the symptoms 
peculiar to gynecological cases, and the methods used in the 
examination of the patients and in the determination of the cause 
of the trouble. In Part II, consisting of 360 pages, the special 
diagnosis of gynecological diseases is considered; and Part III, 
of 88 pages, is devoted to the diagnosis of the diseases of the 
urinary system. 

The work is thorough, systematic and well indexed, and the 
illustrations show what the author wishes to emphasize. The 
publishers state that the first edition has been exhausted and that 
the present represents a thorough revision of the previous one, 
with the addition of nearly 100 pages of text, I2 engravings 
and 14 colored plates. The work can be recommended as the 
best we have in a field where such a work is greatly needed and 
in which there are too few contributions. 


Joun A. SAMPSON. 








CORRESPONDENCE. 


THE TRANSVERSE INCISION IN APPENDICITIS. 


Epitor ANNALS OF SURGERY: 


Since the publication in the issue of the ANNALS of January, 
1906, of my article on ‘ 
of the appendix,” I have received from Dr. H. Chaput, of Paris, 
France, a note stating that he had published a memoir in June, 
advocating the same procedure. A search of the Index Medicus 


‘A transverse incision for the removal 


failed to reveal the article and it was only by accident that later 
I found it in La Presse Médicale, June 3, 1905. After describing 
the incision external to the rectus he says: “ Chez les hommes, le 
‘muscle droit est peu éloigné de l’épine ihaque; J’incise alors hori- 
zontalement la partie externe de ce muscle sur une longuer de 
I @ 2 centimetres environ.” (in men the rectus muscle being but 
a short distance from the iliac spine ; I therefore incise the external 
part of that muscle for a distance of about one or two centi- 
metres.) That the two procedures resemble each other is evident ; 
that they are identical is, I think, doubtful. 

It is needless to say I was in ignorance of Dr. Chaput’s article 
or I would have mentioned it: how it came to be omitted from the 
Index Medicus I do not know. 

Gwity G. Davis. 

PHILADELPHIA, May 7, 1906. 


All contributions for publication, books for review, and exchanges 
should be sent to the Editorial Office, 386 Grand Ave., Brooklyn, New York. 
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Intestinal Obstruction; from Adhe- 
rent Meckel’s Diverticulum, 2 
Intestine, Gangrene of the, 629; 
Resection of, Followed by End- 

to-End Anastomosis, 92, 148. 

Intestines, Twenty-one Gunshot 
Perforations of, 313. 

Intussusception, 473. 

Ischemic Muscular Atrophy, Con- 
tractures and Paralysis, 599. 


J 


Jackson on Diseases of the Skin, 
Review of, 479. 

Jakscu on Clinical Diagnosis, Re- 
view of, 482. 

Jaw and Neck, Fibrolipoma of, 
500. 

Jaw, Upper, Excision of, 302. 
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JOHNSON, ALEXANDER B., Carcin- 
oma of the Stomach, 927. 

Jorpson, JoHN H., Stab Wound of 
the Lung, Treated by Suture, 
150; Perforated Gastric Ulcer, 
Suture and 793; 

Circle Gastro- 

Enterostomy, 770. 


K 

Resection of Rec- 
tum for Syphilitic Stricture, with 
End-to-End 146; 
Perineal Prostatectomy, 621; 
Tumor of the Parotid, 624; Hy- 
dronephrosis, 627. 

KEILLER, WILLIAM, Anatomy of a 
Case of Cystic Adenoma of the 
Thyroid Gland, 327. 


Recovery, 


Vicious after 


KAMMERER, F., 


Anastomosis, 


Kidney, 
Single, with 
Surgery of, 413. 

Kidneys, Determination of, Func- 
tional Capacity of, 725; Method 
of Permanent Drainage of Both, 
after Nephrostomy, 406. 

KILIANI, Otto G. T., Resection of 
Rectum for Syphilitic Stricture, 
with End-to-End Anastomosis, 
148; Excision of Upper Jaw, 
302; Late Changes in Thiersch 
Grafts, 306; Foreign Body in a 
3ronchus, 449. 

Knee Joint, Loose Bodies in, 247; 

New Method of Excision Without 
Opening the Joint, 426. 

KREISEL, F., Single Kidney in 
Median Line, With Two Ureters, 


957. 


Hydronephrosis of, 625; 


two ureters, 955; 


L 


Laminectomy, for Paraplegia, Re- 


sult of Tuberculous Disease of 
the Spine, 300. 
Laurens, Chirurgie Oto-Rhino- 


Laryngologique, Review of, 480. 
Le Conte, Ropert G., Stab wound 
of the Lung, Treated by Suture, 
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150; Appendiceal Abscess Point- 
ing in the Right Side of the 
Scrotum in a Patient Free from 
Hernia, 155; Treatment of Dif- 
fuse Septic Peritonitis, 231, 314. 

Leucocyte Count, Value of the 
Differential in Acute Surgical 
Diseases, 625, 485. 

Ligature, The Elastic, and the Liga- 
ture Method, 190. 

LILIENTHAL, H., Operative Treat- 
ment of Cleft Palate, 136; Acute 
Pancreatitis; Cholelithiasis, 143; 
End-to-End Anastomosis for Car- 
cinoma of the Splenic Flexure, 
145; Intestinal Obstruction from 
Meckel’s Diverticulum, 300; Car- 
cinoma of the Male Breast, 301; 
Treatment of Cicatricial Contrac- 
tures, 305; Sarco.na Treated by 
Means of Mixed Toxins, 611; 
Thrombosis of the Mesentery, 
614; Epiphysis, Open Operation 
for 618; Suprapubic Prostatec- 
tomy, 621; Value of the Differen- 
tial Leucocyte Count in Acute 
Surgical Diseases, 625; A Self- 
Retaining Trocar and Canula for 
the Aseptic Evacuation of Dis- 
tended Viscera, 913; Aneurism 
of the second and third portions 
of the Right Subclavian Artery, 
922; Gersuny Operation for In- 
continence Following Prostatec- 
tomy, 923; Cardiospasm, 928. 

Lipoma, Telangiectatic, 780. 

Lung, Stab Wound of the, Treated 
by Suture, 150. 

Lungs, Acute Oedema of the, Sec- 
ondary to Ether Narcosis, 15. 
Lyman, C. B., Carpo-Metacarpal 

Dislocation, 906. 


M 


Mac Laren, ARCHIBALD, Perfora- 
tion of the Gall-Bladder, 61. 
Macroglossia, 638. 
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McArrtuur, L. L., Perforated Gas- 
tric Ulcer, 465, Acute Post-Opera- 
tive Dilatation of Stomach, 470; 
Tubercular Peritonitis, 794. 

McWILLIAMS, CLARENCE A., Ex- 
cision of the Tongue for Epithe- 
lioma, 436; Result of Resection 
of Elbow and Hip After Ten 
Years, 438; Value of Broncho- 
scope in Treating Foreign Bodies 
in the Bronchi, 448; Disarticula- 
tion at Hip for Sarcoma, 623. 

Maggots within a Renal Calculus, 
778. 

Magnesium Sulphate, Intraspinal 
Injections of, in Tetanus, 440. 
Marnocu, Joun, Two Cases of 
Rupture of the Bladder, 241. 
MartTIN, Epwarp, Operative Results 
in an Old Fracture of the Patella, 
452; Extensive Angioma of the 

Face, 453. 

Mayo, Wiii1am J. Technique of 
Gastrojejunostomy, 537. 

Meckel’s Diverticulum, 
Obstruction from, 299. 

Meckel’s Diverticulum, filled with 
seeds, 764. 

MELTzER, SAMUEL J., 
Injections of Magnesium 
phate in Tetanus, 444. 

Meninges of the Brain and Tuber- 


Intestinal 


Intraspinal 


Sul- 


culosis, Surgical Intervention, 
161. 

Mesenteric Artery, Embolism of 
the, 620. 


Mesentery, Chylous Cysts of, 380; 
Solid Tumors of, 366. 


Metacarpal Bones, Fractures of, 
288; Bennet’s Fracture of the, 
803. 


Metal Support, External, for Direct 
Application to the Shaft of a 
Fractured Long Bone, 271. 

Meyer, Witty, Congenital Pyloric 
Stenosis, 142; Resection of Rec- 
tum for Syphilitic Stricture, with 
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End-to-End Anastomosis, 147; 
Resection of Intestine followed 
by End-to-End Anastomosis, 149; 
Pyloric Obstruction, 758; Splen- 
ectomy for Sarcoma, 759; Meth- 
ods of Radical Cure of Umbilical 
and ~~ Ventral Hernia, 761; 
Oesophageal Tube for use during 
Narcosis, 928. 

MiITcHELL, CHARLES F., Gall-Stone 
in Cystic Duct, 157. 

MontTGOMERY on Diseases of the 
Skin, Review of, 643. 

MoseELEY, HENRY PERKINS, Frontal 
and Ethmoid Sinus Empyema, 
321. 

Movements of Stomach and Intes- 
tines in Some Surgical Condi- 
tions, 512. 

MoyniHan, B. G. A., Extroversion 
of the Bladder, 237. 

MoyNIHAN on Abdominal Opera- 
tions, Review of, 475. 

Mumrorp, JAMES G., An Anomaly 
of the Duodenum resulting in 
death after Gastro Enterostomy, 
88. 

Murpuy, Frep. T., Movements of 
the Stomach and Intestines in 
Some Surgical Conditions, 512. 

Muscular Atrophy, Contractures 
and Paralysis, 599, 640. 


N 


NANCREDE, CHARLES B., (G. de), 
Practical Points in the Surgery 
of the Large Bowel, 395. 

Nephrectomy, Cases Requiring, 
413, 787. 

Nephritis, Suppurative, 918. 

Nephrolithotomy, 785, 787. 

Nephrostomy, Method of Perma- 
nent Drainage of Both Kidneys 
in Connection with, 406. 

Nephrotomy, 787. 

New York Surgical Society, Trans- 
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actions of the, 136, 299, 436, 600, 
615, 759, 918. 

Nicott, JAMEs H. Radical Cure of 
Severe Femoral and _ Inguinal 
Hernia, 114. 

NIETERT, HERMAN L., Cornu Cuta- 
neum of the Human Scalp, 908. 
Nos_e, CHARLES P., Overlapping 
the Aponeurosis in the Closure of 
Wounds of the Abdominal Wall, 
Including Umbilical, Ventral and 

Inguinal Hernia, 349. 


O 


OcHSsNER, ALBERT J., Constriction 
of the Duodenum below the en- 
trance of the Common Duct and 
its Relation to Disease, 80; Acute 
Post-Operative Dilatation of the 
Stomach, 471; Tubercular Peri- 
tonitis, 795. 

OcHSNER, Epwarp H., Coxa Vara, 
633; Macroglossia, 638; Ischemic 
Atrophy, Contractures and Paral- 
ysis, 599, 604; Pancreatic Cyst, 


Q5I. 
Oesophageal (Peri) Abscess, Con- 
taining Foreign Body, 769; 


Lesions, Diagnosis of, 858; Polyp, 
944; Tube for use during Narco- 
sis, 928. 

Oesophagus, Impaction of a Toy 
Bicycle in the; Successful Re- 
moval by Oesophagotomy, 347. 

OrTroLencu!, R., Operative treat- 
ment of Cleft Palate, 130. 


P 
Pancreas, Malignant Growth of 
Head of, 473. 
Pancreatitis; Acute, with Chole- 


lithiasis, 143. 
Paraplegia, Result of, Tuberculous 
Disease of the Spine, 300. 
Parotid, Tumor of the, 624. 
Patella, Operative Results in an 
Old Fracture of, 452. 
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PatTrerson, R. V., Modified Miiller 
Operation for Flat Foot, 76s. 
Peck, CHARLES H., Operative treat- 
ment of Cleft Palate with a re- 
port of Eight Cases, 5, 138; For- 
eign Body in a Bronchus, 449; 
Aneurism of the Second and 
Third Portions of the Right Sub- 
clavian Artery, 923; Perforated 
Gastric Ulcer; Generalized Peri- 
tonitis, 930; Traumatic Aneurism 

of Thyroid Axis, 932. 

PEDERSEN, VICTOR oe Acute 
Oedema of the Lungs Secondary 
to Ether Narcosis, 15. 

Perineal Section for Urethral 
Stricture, 454. 

Peri-Oesophageal Abscess, Con- 
taining Foreign Body, 769. 

Peritoneum, Pseudo-Tuberculosis 
of, 359. 

Peritonitis, Diffuse Septic, Treat- 
ment of, 231, 314; Generalized, 
930; Tubercular, with Distention 
of Gall Bladder, 790. 

Philadelphia Academy of Surgery, 
Transactions of, 150, 308, 318, 
452, 766. 

Pleura, Discission of in Empyema, 
502; Primary Sarcoma of, Resec- 
tion of Chest wall and Dia- 
phragm for, 645. 

PiummMe_r, S. C., Tubercular Peri- 
tonitis, 793. 

Popliteal Aneurism ruptured by 
Manipulation, 782. 

Porter, Mites F. Chylous Cysts of 
the Mesentery, 380. 

Porter, JoHN L., Coxa Vara, 634, 
952. 

Powers, CHARLES A., Non-Para- 
sitic Cysts of the Spleen, 48. 

Prepatellar, Bursa, 158. 

Properitoneal Hernia, 705. 

Prostatectomy, Incontinence fol- 
lowing, Gersuny Operation for 
923. 





Pyelitis Gonorrhceal, 787. 

Pyloric Obstruction, 758. 

Pylorus, Congenital Stenosis of, 
141, 763. 


R 


RANSOHOFF, JosEPH, Discission of 
the Pleura in the Treatment of 
Chronic Empyema, 502. 

Raynaud’s Disease, 641. 

Rectum, Resection of, for Syphilitic 
Stricture, with End to end Ana- 
stomosis, 146. 

Renal Calculus with Maggots 
Within the Stone, 778. 

Reversal of the Circulation in a 
Limb, 203. 

Ricsy, Hucu, M., Impaction of a 
Toy Bicycle in the Oesophagus ; 
Successful Removal by Oespha- 
gotomy, 347. 

Rrxrorp, Emmet, Excision of Por- 
tions of the Chest Wall, for 
Malignant Tumors, 35. 

Roserts, JOHN B., Angioma of the 
Lip, 453; Foreign Body Left 
Within the Cranial Cavity, 457; 
Transperitoneal Examination of 
the Ureter in Cases of Suspected 
Ureteral Calculus, 777. 

RopMAN, WILLIAM L., Recovery 
after extensive Fracture of 
Skull, 153; A transverse Incision 
for the removal of the Appendix, 
153; Sarcoma of the Breast in a 
Child of Eleven Years, 308; 
Twenty-one Gunshot Perfora- 
tions of the Intestines, 313; Can- 
cer of the Breast, 316; Trans- 
peritoneal Examination of the 
Ureter in Cases of Suspected 
Ureteral Calculus, 776. 

Rocers, JOHN, Congenital Stenosis 
of the Pylorus, 141, 763. 

Rosg, Lewis W., Fibrolipoma of 
Jaw and Neck, 500. 
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Ross, Georce G., Transperitoneal 
Examination of the Ureter in 
Cases of Suspected Ureteral Cal- 
culus, 777. 

Rubber, Vitality of, 309. 

Russ, RAyMonD, Fractures of the 
Metacarpal Bones, 288. 

RussE_t, R. Hamitton, Etiology 
of Certain Congenital Tumors of 
the Groin, 718. 

Ryerson, Epwin W., Coxa Vara, 
634. 

S 


Sarcoma of the Breast, in a Child 
of Eleven Years, 308; Primary of 
Pleura, Resection of Chest Wall 
and Diaphragm for, 645; Splen- 
ectomy for, 759; Treated by 
Means of Mixed Toxins, 610. 

Scalp, Cornu Cutaneum of, 908. 

SCHROEDER, WILLIAM E., Diagnosis 
of CEsophageal Lesions, 946. 

Sexual Disorders of the Male and 
Female, Review of Taylor on, 
479. 

Sigmoid Flexure, Recurrent Vol- 
vulus of, 444. 

Silver Wire for the Cure of Large 
Herniz, 547. 

Sippy, Bertram W., Diagnosis of 
(Esophageal Lesions, 858. 

Siter, E. H., Chewing Gum re- 
moved from the Bladder, 317. 
Skin, Diseases of, Review of Hyde 
and Montgomery on, 643; Re- 

view of Jackson on, 479. 

Skull, Fracture of, 153. 

SPELLISSy, JosEpH M., Abscess of 
the Abdominal Wall Communica- 
ting With the Bladder Which 
Contained a Calculus, 766; An 
Inguinal Abscess Simulating 
Hernia, 768; Inflammatory Mass 
in the Right Iliac Fossa Contain- 
ing an Enterolith the Nucleus, of 
Which Was a Pin, and Later Dis- 


covered to Communicate With 
the Appendix, 767. 

Spine, Tuberculous Disease of, Re- 
sulting in Paraplegia, Laminec- 
tomy for, 300. 

Spleen, Non-Parasitic Cysts of, 48. 

Splenectomy for Sarcoma, 759. 

Splenic Flexure, End to end Anas- 
tomosis for Carcinoma of the, 
145. 

STELLWAGEN, THomas C., An 
Ether Inhaler for Use in Opera- 
tions Requiring the Prone Posi- 
tion, 78o. 

STEELE, D. A. K., Telangiectatic Li- 
poma, 789; Tubercular Peritonitis, 
798; Single Kidney in Median 
Line, With Two Ureters, 955. 

Stenosis, Pyloric, Congenital, 141. 

STEWART, FrANcis T., Gastroenter- 
ostomy for Gastric Ulcer, 151. 

STEWART, GeorGE D., A Lead Pen- 
cil removed from the Caecum, 
451; Foreign Bodies in the 
Bronchi, 449; Hydronephrosis, 
625; Methods of Radical Cure 
of Umbilical and Ventral Herniz, 
760. 

Strmson’s Treatise on Fractures 
and Dislocations, Review of, 960. 

Stomach, Acute Post-Operative Di- 
latation of, 460. 

Stomach and Intestines, Movements 
of, 512. 

Stomach, Carcinoma of, 926; Par- 
tial Gastrectomy for, 438, 801; 
Dilatation and Gastroptosis, 775; 
Perforated Ulcer of the, 462. 

Stricture, Urethral; Urinary Infil- 
tration and Acute Sepsis, 454. 

Subclavian Artery, Right, Aneu- 
rism of the, 920. 

Subphrenic Abscess, 637. 

Surgical Assistant, Review of, 
Brickner on, 481. 

Surgical Diagnosis: Review of 
Berg on, 642. 
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Surgical Diseases, Value of the 
Differential Leucocyte Count in 
Acute, 485, 625. 

Syms, Parker, Perineal Prostatec- 
tomy, 619; Embolism of the Su- 
perior Mesenteric Artery, with 
Gangrene of the Intestine, 629. 

Syphilitic Stricture of Rectum, 
with end to end Anastomosis, 
146. 

T 

Tait, Dubey, The Elastic Ligature 
and the Ligature Method, 1go. 

TAYLOR on Sexual Disorders of the 
Male and Female, Review of, 479. 

TayLor, WILLIAM J., Chewing Gum 
removed from the Bladder, 317; 
The Effect upon Glandular Tis- 
sue of Exposure to the X-rays, 
431, 460; Urethrotomy for Ure- 
thral Stricture, 455; Unreduced 
Elbow Dislocation, 780. 

Telangiectatic Lipoma, 789. 

Tendon-Lengthening and Wolfe 
Grafts, Use of in Treating Ci- 
catricial Contractures, 278, 304. 

Tetanus, Acute, Treated by Intra- 
spinal Injections of Magnesium 
Sulphate, 440. 

Therapeutics, Review of Hare’s 
Text-book of Practical, 804. 

THIENHAUS, C. O., Fracture of the 
Astragalus, 295; Epiphyseal Sep- 
aration of the Great Trochanter, 
754. 

Thrombosis of the Mesentery, 613. 

Thyroid Axis, Traumatic Aneurism 
of, 932. 

Thyroid Gland, Affections of, 805; 
Anatomy of a Case of Cystic 
Adenoma of, 327. 

Tongue, Carcinoma of, 318; Ex- 
cision of for Epithelioma, 436. 
Torek, Franz, Combined Opera- 
tion for the Removal of the Ap- 
pendix and the Cure of Right 

Inguinal Hernia, 665. 


Trocar, Self-Retaining, 913. 

Trochanter, Great, Epiphyseal Sep- 
aration of, 754. 

Tumors, Congenital, of the Groin, 
718. 

Tuberculosis of the Meninges and 
the Brain, Surgical Intervention, 
101. 

Tuberculosis, Pseudo, of the Peri- 
toneum, 359. 

Tubercular Peritonitis, with Dis- 
tention of Gall Bladder, 790. 

Typhoid Perforation, 446, 935, 941; 
Observations on Diagnosis and 
Treatment of, 652. 


U 


Umbilical Herniz, Radical Cure of, 
760. 

Ureter, Transperitoneal Examina- 
tion of, in Cases of Ureteral Cal- 
culus, 743. 

Ureteral Calculus, 733. 
Uretero-Lithotomy, Combined In- 
tra- and Extra-Peritoneal, 743. 
Urinary Bladder, Primary Tumors 

of the, 556. 


V 


VANCE, JAMES, Solid Tumros of the 
Mesentery, 3606. 

Ventral Herniz, Radical Cure of, 
760. 

Verwundungen durch die Moder- 
nen Kreigsfeurwaffen, Review of 
Hildebrandt on, 481. 

Vicious Circle After Gastro-ente- 
rostomy, 770. 

Volvulus, Recurrent, of Sigmoid 
Flexure, 444. 


Ww 


Watson, Francis S., A Method 
of Permanent Drainage of Both 
Kidneys Through the Loin in 
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Connection with Bilateral Ne- 
phrostomy, 406. 

WHITMAN, Royat, Fracture of the 
Femur, 612. 

WIENER, JosePH, Jr., The Use of 
Silver Wire for the Cure of 
Large Hernia, 547. 

WittarD, DeForest, Laminectomy 
for Paraplegia the Result of Tu- 
berculous Disease of the Spine, 
312; Urethral Stricture, Urinary 
Infiltration and Acute Sepsis; 
Recovery after Perineal Section, 
454; Bradycardia Following 
Head Injury, 456. 

Witson, H. Avucustus, Modified 
Miller Operation for Flat Foot, 
765. 

Wolfe Grafts, Use of, and Tendon- 
Lengthening in Treating Cicatri- 
cial Contractures, 278, 304. 

Woop, Atrrep C., Appendicular Fe- 
moral Hernia, 660. 

Woo tsey, Georce, Operative Treat- 
ment of Cleft Palate, 136; Acute 
Pancreatitis; Cholelithiasis, 144; 
Resection of Intestine followed 
by End to End Anastomosis, 149; 
Typhoid Perforation of the 
Tleum, 446; Operation for Epi- 


wn 


thelioma of the Heel, 610; Sar- 
coma Treated by Means of Mixed 
Toxins, 612; Observations on the 
Diagnosis and Treatment of Ty- 
phoid Perforation, 652; Meckel’s 
Diverticulum Filled With Seeds, 
764; Suppurative Nephritis; Re- 
section of Both Poles of the Kid- 
ney, 919; Secondary Abscess 
Following Appendectomy for 
Gangrenous Appendicitis, 924; 
Carcinoma of the Stomach, 928; 
Cerebral Contusion, 939; Diag- 
nosis and Treatment of Typhoid 
Perforation, 941. 


xX 
X-Rays, Effect upon Glandular Tis- 
sue, 431, 460. 
X-Ray Findings in Case of Gritti- 
Stokes Amputation, 751. 


Y 


YATES, JoHN L., Carcinoma of the 
Appendix Vermiformis, 472. 

YounG, JAMeEs K., Laminectomy for 
Paraplegia the Result of Tuber- 
culous Disease of the Spine, 313; 
Modified Muller Operation’ for 
Flat Foot, 766. 
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| SYR. HYPOPHOS, ¢0,. FELLOWS 


Contains the Essential Elements of the Animal Organization—Potash and Lime. 








The Oxidising Agents—Iron and Manganese. 





The Tonics— Quinine and Strychnine (each fluid drachm contains the equiva- 
lent of 1-64th grain of pure Strychnine ). 


And the Vitalizing Constituent — Phosphorus ; the whole combined in the form 





of a Syrup with a Slightly Alkaline Reaction. 





It Differs in its Effects from all Analogous Preparations; and it possesses the 





important properties of being pleasant to the taste, easily borne by the 
stomach, and harmless under prolonged use. 


It has Gained a Wide Reputation, particularly in the treatment of Chronic 





Bronchitis, and other affections of the respiratory organs. It has also been 
employed with much success in various nervous and debilitating diseases. 


Its Curative Power is largely attributable to its stimulant, tonic, and nutritive 





properties, by means of which the energy of the system is recruited. 


Its Action is Prompt; it stimulates the appetite and the digestion, it promotes 





assimilation, and it enters directly into the circulation with the food 
products. 
prescribed dose produces a feeling of buoyancy, and removes depression 


and melancholy ; hence the preparation is of great value in the treatment 





of mental and nervous affections. From the fact, also, that it exerts a tonic 





influence, and induces a healthy flow of the secretions, its use is indicated 


in a wide range of diseases. 


NOTICE—CAUTION. 


The success of Fellows Syrup of Hypophosphites has tempted certain per- 


sons to offer imitations of it for sale. Mr. Fellows, who has examined samples 


of several of these, finds that no two of them are identical, and that all of them 
differ from the original in composition, in freedom from acid reaction, in suscep- 
tibility to the effects of oxygen when exposed to light or heat, in the property 
of retaining the strychnine in solution, and in the medicinal effects. 

As these cheap and inefficient substitutes are frequently dispensed instead 
of the genuine preparation, physicians are earnestly requested, when prescribing 
the Syrup, to write ‘‘Syr. Hypophos. Fellows.” 

As a further precaution, it is advisable that the Syrup should be ordered 
in the original bottles. The distinguishing marks which the bottles (and the 
wrappers surrounding them) bear can then be examined, and the genuineness— 


or otherwise—of the contents thereby proved. 


This preparation can be procured at all chemists and druggists, everywhere. 


L as “a 
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ANASARCIN 


Valvular Heart Trouble 


by reducing number of heart beats, giving the heart rest, increasing 
the force of the Systole, causing valves to close more thoroughly, thus 
preventing regurgitation, relieving the dyspnea and increasing heart 
nutrition. 


Cirrhosis of the Liver 


by equalizing the circulation, dilating the arterioles, thus relieving ob- 
struction in the branches of the hepatic artery and portal radicles, 
securing better circulation in the liver and more nutrition to the cells 
and interlobular connective tissue. 


Ascites and Anasarca 


by causing resorption of the effused serum into the circulation, whence it 
is easily eliminated with salines. 


Exophthalmic Goitre 


by its inhibitory power over the cardiac fibres of the pneumogastric, con- 
trolling the heart’s action indefinitely without detriment, thus preventing 
enlargement, or restoring to normal if already enlarged, the thyroid 
arteries and the vessels behind the globes which cause prominence of the 
eyeballs and enlargement of the thyroid gland, both of which are con- 
secutive to the cardiac disorder. 


Bright’s Disease 


by its power to relieve distal engorgements through its wonderful equal- 
izing effect on the circulation, dilating the arterioles and establishing a 
normal physiological balance between arterial and venous systems. 


Sample and Literature to Physicians 


Tue ANASARCIN CHEMICAL CO. 


WINCHESTER, TENN., U. S. A. 
Messrs. THOS. CHRISTY & CO., London Agents 
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Marks Artificial Limbs 


| Designed for all Amputations and Deformities 








THE MOST DIFFICULT PROBLEM 
LEGS and ARMS in adapting artificial legs to amputations 
is presented in the hip joint disarticula- 
tion; Furneaux - Jordan and other 
methods. 

The pelvic socket artificial leg here 
illustrated is the most recent creation of 
the Marks establishment. The socket is 
constructed to receive one-third of the 
pelvis. An artificial leg is attached to 
this socket so that it will articulate on 
the same axis as the hip on the opposite 
side. The leg is constructed with knee 
lock, spring mattress rubber foot, and 
other improvements. Persons walk ac 
ceptably, stand with safety, stoop and sit 
in a very natural way with one of these 
legs, although there is no stump to con- 
trol the leg movements 

For particulars read a ‘* Manual of 
: Artificial Limbs,” just published. A 

VY Boe cloth-bound copy will be sent, free of all 
we : charges. 
A. A. MARKS 


701 Broadway NEW YORK 













‘ 



























D E FE N S E (Salicylic Acid Ester of Borneo!) 
c O M PA N Y The most effective and best tolerated 


Salicylate for external application. 
Prompt curative action assured in 
FORT WAYNE, IND. RHEUMATIC AFFECTIONS, 
LUMBAGO, etc. No odor, no un- 


TH E ion PECIALIST favorable effects upon stomach, heart, 


or kidneys. 


T5 % OF THE MALPRACTICE 
tS F S 
O Resins? Conraner| | MErOLOorm 





HOL PREV E NTE D ( 7r1bromphenolbismuth) 
REMAINING Useful in all cases in which Iodoform 
0 would be useful. Superior to lodo- 
7 form because practically odorless, 
-. 5 % SUCCESSFULLY sterile, non-toxic, styptic, analgesic, 


unirritating, deodorant, promotes 
DEFENDED healing. * Cheaper than 


z I the same 
bulk of Iodoform. 












ELIMINATE LITIGATION AND THE HOLD-UP 


Samples and literature will be gladly 
sent on application to 


THE HEYDEN CHEMICAL WORKS 


NEW YORK CHICAGO 
135 William Street 217 E, Randolph St. 





PROPHYLACTIC PLAN EXPLAINED 
IN PAMPHLET V 


RIGHT NOW WRITE 
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SARAH LEIGH HOSPITAL 


NORFOLH, VA. 
¥ 


A new, thoroughly up-to-date private hospital. 
Rooms single or en suite. Private Baths. Quiet 
surroundings. Salubrious Climate. Especially 
for Surgical, Gynecological and Rest Cure Cases. 


A few Medical cases taken. 
Correspondence with physicians invited. 
Address one of the following : 


Dr. SoutwGcate LEIGH, SuRceON IN CHaRae 
Dr. Staniey H. Graves, Associate, 
Miss M. A. NewTon, Surcaintencenr 


GIBBS HOLLOW SUPPOSITORIES 


With Conoidal Self-Sealing Stoppers. 
All made from Pure Cocoa Butter Only. 

















These Sup- 
positories 
may beeasily 
filled with 
any medi- 
cine,andare 
hermetically 
sealed by 
the stop- 
pers. 





A we will be sent free on application and 
mention of the Annals of Surgery. 


GIBBS & CO., 102 and 104 Fulton Street, New York, 


SCHIEFFELIN & CO. 


SOLE AGENTS e 170 William St., New York 




















0 Cut this advertisement 
SPECIAL FFER out and send it to us and 
we will send book describing our lamp, and 
will agree to send you onesingle lamp or a pair 





®t our wholesale price (very much less than the retail price). 


R. E. DIETZ COMPANY, 6O Laight St., New York &ésTaBuisHED 1840 


NEW IMPROVED 


PHYSICIAN'S Bugoy Lamp 


It is the only perfect one. 

It throws all the light straight 
ahead over 100 feet. 

It looks like a locomotive head- 
light 

It gives a clear white light. 

It burns kerosene (Coal Oil). 

It will not blow nor jar out. 

It has an improved aluminum 
reflector which is easily re. 
movable for cleaning. 

















POLK?S MEDICAL REGISTER 


ANDO DIRECTORY 
WAS ESTABLISHED IN 1886. 


Do Not Be Deceived By Imitators. 
See that the name R. L, POLK & CO. 


IS ON THE ORDER BEFORE YOU 
SIGN IT. 


POLHN’S is the only complete Medical Directory. 


POLH’S is the only Medical Directory havingan 
index to all physicians in the United States. 


POLK’S has stood the crucial test of time with 
morons popularity. It thoroughly covers 
e 


R. L. POLK & CO., Publishers, 


DETROIT, MICHICAN. 
SUBSCRIBE NOW. 
















THE 20th CENTURY 
INVALID 
ROLLING CHAIR 


Address 

/The Perfection Chair Co. 
933 E. Pratt St. 

Indianapolis, Ind. 


FREE concent. 
| 
| 





The WALKEASY 


ARTIFICIAL LEG 

Our Art Catalog contains valuable informa- 
tion on Care and Treatment of Stump Prepara- 
tory to applying an Art Limb. How Soon to 
Apply. Art Limbs for Children. Directions 
for Self-Measurement, etc., etc. 

a R. Fuccer Co., Rocnester, N Y. 

ap om Chicago, Buffalo, Bosten, Philadelphia 





4 When writing. please mention ANNALS OF SURGBRY. 











a a —_—_ — 











ANNALS OF SURGERY ADVERTISER 


AN/ESTHESIN. 


LOCAL ANESTHETIC. 























ANA STHESIN Is absolutely non-poisonous and non-irri- 


tating. It can be used externally to quiet pain 








when and wherever nerve terminals are exposed, 
either as a sprinkling powder pure or diluted, or in 
ointments, suppositories, or bougies. Analgesia lasts 


often for 










longer than from any other known remedy, 


days. 


ANA STH ESIN May be given internally in doses of 0.3 to 0.5 (5 to 


71% grs.) two or three times daily for hyperesthesia, 















gastric ulcer or carcinoma of the stomach. It is 














insoluble in water, but freely so in alcohol, ether, 













collodion, and oils. 


DESCRIPTIVE LITERATURE UPON APPLICATION TO SOLE AGENTS 


VICTOR HOECHL @© CO. 


122 HUDSON STREET, NEW YORK 


THE FIDELITY AND 
CASUALTY CO. 


OF NEW YORK. 
George F. Seward, President 


1876 Robert J. Hillas, 1906 


Vice Pres. & Sec’y 














Employers” viabity | PAySicians’ Liability 


j)| Personal Accident . Insurance 


Health s+ + + | WE issue a policy of insur- 


ance designed particular- 


THE | Steam | Boiler . - «| ly forthe protection of physi- 


cians and surgeons against 
6 ae | Plate G lass ~__* | suits for dainages arising from 
ora 0 0 e, Burglary B alleged malpractice. 


" We defend such proceedings 


eeDIRECT TO... Fly Wheel. ... without cost to our clients, and 


Teas if damages are awarded, we pay 


Bonded List them 


Glenwood Springs, Colorado | | acccts. vec. s0, 100s, + s7.0ss,007.08 
Losses Paid to Dec. 30, 1905 21,742,060.27 
Springs, Manitou ee 








AND ALL THB Dumont Clarke, Wm. J. Matheson, Wm. P. Dixon, 
Alexander E. Orr, Alfred W. Hoyt, 
Henry E. Pierrepont, A. B. Hull, Anton A. Raven, 
amous fx esorts cx fx ockies. Geo E. Ide, John L. Riker, 
W. G. Low, W. Emlen Roosevelt, J. G. McCullough, 





Geo, F. Seward. 
Elegant Pullman Sleeping Cars, Observa- we 
tion Parlor Cafe Dining Cars, with PRINCIPAL OFFICES 


Electric Lights and Fans, and NOS. 97-103 CEDAR ST., NEW YORK 


Free Recl ning Chair Cars. Agents in all considerable towns. 


W. E. HOYT, G. E.P., Agt., 335 Broadway, N.Y. 
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Returning 
From 
California 


Make sure your ticket reads 
“Shasta-Northern Pacific 
Route.’’ A _ beautiful journey 
up the Pacific coast to Portland. 
Eastward over the great trans- 
continental highway, on the 
“‘North Coast Limited,”’ a train 
without a superior. Magnificent 
scenery all the way—Mounts 
Shasta, Saint Helens, Adams, 
Rainier, and the Cascade and 
Rocky Mountain ranges. 

Comfort all the way if you 
select the ‘‘Northern Pacific- 
Shasta Route.’’ The best of ser- 
vice. Northern Pacific dining 
car meals are famous. 

Any information from P. W. 
Pummill, District Passenger 
Agent, 711 Chestnut St., Phil- 
adelphia, Penn. You have only 
to ask. 


Northern Pacific 


Railway 
A. M. Cleland, Gen. Passenger Ageat, 
St. Paul, Minn. 
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QUILTED 
Mattress Pads 





N acknowledged luxury for the 
A bed, and endorsed by physi- 
cians for the nursery and for obstet- 
rical purposes. These Pads are made 
of bleached white muslin, both sides 


quilted, with white wadding of the 
best grade between. 





Keeps bed clean and sweet, mat- 
tress in asanitary condition. Restful 
to sleep on. Saves labor and money. 
Babies can be kept dry and in com- 
fort. Easily washed. 


Send for sample. 


Made in fourteen sizes. The 
popular sizes are: 18x 34, 27x 40, 
36x 76, 42x76, 54x 76. 


For Sale in Dry Goods Stores 





The Excelsior Quilting Co. 


1§ Laight Street, New York City 
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COLLARGOLUM check beginning sepses and are power- 


(Soluble metallic silver) 


UNGUENTUM CREDE 


(15% Collargolum Ointment) 
recorded in a literature of over 150 reports shows 


ful weapons even in desperate infec- 


tious processes. Clinical experience 


their efficacy and harmlessness. 


CREOSOTAL-HEYDEN Bland carbonates of the caustic creo- 
te and guaiacol. Even 1%-dram 
DUOTAL-HEYDEN es 


publications evidence their value in phthisis, pneu- 


doses are well borne. Hundreds of 


monia, typhoid fever, bronchitis, etc. 


The astringent antiseptic par excel- 
ORPHOL lence in all enteric fermentative pro- 
(Betanaphtol-Bismuth—Heyden) z 
cesses. Innocuous, inodorous, tasteless. 
It rapidly eliminates the toxalbumins and soothes 


inflamed mucous membranes. 


Literature supplied by 
SCHERING & GLATZ, New York. 














TRADE 


i =the “Master” 
Elastic Stockings 
FIT BEST FEEL BEST 
WEAR BEST ARE THE BEST 


Geta Master’ 
, wit pulls on 
at likea boot. 








The superior quality of materials in these goods 
would make them the most economical to use, even 
were they not provided with ‘‘ Master’’ stays. The 
stays make them doubly so. 


Pomeroy Company 


17 Union Square 


NEW YORK 
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STOVAINE 
SPINAL AND GENERAL ANASTHESIA 


Before the Edinburgh Medico-Chirurgical Society, January 17th, 1906, Pro- 
fessor G. L. CHIENE, Chair of Surgery, University of Edinburgh, said: 

‘‘It was stated by some authors that gangrene of the skin occurred 
‘‘at the point of injection, but in my (Prof. Chiene’s) experience have 
‘‘not had a single case of gangrene of the cutaneous tissues.”’ 


We carry in stock, solutions of STOVAINE in sealed tubes according to Drs, Tuffier, 
Chaput, Sonnenburg, Bier, Reclus and Sauvez. 





Send for Clinical and Chemical Literature. 


WALTER F. SYKES & CO. 


Sole United States Agents 
85 WATER STREET, NEW YORK 




















132 Chestnut Street, R. R. Street & Co. 396 Atlantic Avenue, 
Philadelphia, Pa. Chicago, Ill. Boston, Mass. 
:— 
The LENOX HOTEL 
IN BUFFALO 








North St., at Delaware Ave. 
g A modern, absolutely fire-proof structure, ex- 
quisitely furnished, arranged to give its patrons the 
utmost comfort, and with unexcelled service 
throughout. 
EUROPEAN PLAN 
Rates $1.50 per day and upward 
Wire reservations at our expense 
Take Elmwood Ave. or Hoyt St. Electric Car 
George Duchscherer, Proprietor 
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Across Lake Erie 
BETWEEN 


TWILIGHT AND DAWN 











The D. & B. Line Steamers leave Detroit weekdays 
at 5:00 p. m., Sundays at 4:00 p. m. (central time) and 
from Buffalo daily at 5:30 p. m. (eastern time) reach- 
ing their destination the next morning. Direct con- 
nections with early morning trains. Superior service 
and lowest rates between eastern and western states. 


Rail Tickets Available on Steamers 


All classes of tickets sold reading via Michigan 
Central, Wabash and Grand Trunk railways _ be- 
tween Detroit and Buffalo in either direction will be 
accepted for transportation on D. & B. Line 
Steamers. 

Send two cent stamp for illustrated pamphlet. 
Address, A. A. Schantz, G. S. & P. T. M., Detroit, Mich. 
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Nature § method of providing against the admission 


of septic matter is by plastic infiltration, then follows an 


Effort to wash out the offending matter by an 


exudation of serum. 


To obstruct this wise system by the 


use of escharotic antiseptics, acts to 


Produce conditions 
which have the effect of 
delaying 


Resolu- 
tion 

















Glyco- 
Thymoline 


Aids nature in her pro- 
cess of repair, maintaining 
the fibrin in soluble form, stimu- 
lating capillary circulation, fostering 
and sustaining cell growth, resulting in 
the rapid formation of healthy granulations. 

A practical dressing for all wounds, burns, 


and ulcerated conditions. 


SAMPLES AND LITERATURE IF YOU MENTIC” 
THIS JOURNAL. 


KRESS @ OWEN CO. 
210 Fulton Street New York 








ARTIFICIAL 


E. H. Erickson 
Artificial 
Limb Co. 


Minneapolis, Minn. 


Branch, 804 Monadnock Block, 
CHICAGO, ILL. 


U. S. A. 


Latest Improved Slip 
Socket Legs 


Send for 


“AFTER AMPUTATION” 


. Booklet for Free Distribution vee 
Slip Socket Removed Slip Socket in Place 
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Pain Without Peri\, 


HE Quarterly Journal of Inebriety, says:— “Antikamnia 
Tablets have become one of the standard remedies. We 
have used them with excellent results to quiet the pain 

following the withdrawal of morphia. We have NEVER SEEN 
A CASE OF ADDICTION TO ANTIKAMNIA, hence we 
prize it very highly as one of the most Valuable remedies for 
DIMINISHING PAIN WITHOUT PERIL” 


== —_ &  f{7-)\ 
@ 


MADE ONLY BY 


The Antikamnia 
Chemical Company 


§T. LOUIS, U. S. A. 











NEW ! IMPORTANT ! 


Every Physician and Hospital should have 
THE RIVA ROCCI 


SPHYGMOMANOMETER 


Modified by DR. H. W. COOK 





Plain form, for hos- $6. 50 
pital use .... net 


Portable form, with jointed 
manometer, in small plush- 


lined case for gen- $8. 50 
emmi G88 . +. 2 « net 


MANUFACTURED SOLELY BY 


EIMER G AMEND, ae ow Yok 
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J. B. Lippincott Company 


desire to call the attention of the Medical 
profession to their unsurpassed facilities for 
printing and binding Medical and Surgical 
books and periodicals of every description. 

As publishers of ANNALS OF SURGERY 
and a large number of the standard medical 
works, they are in a position to handle this 
class of work ina manner highly satisfactory 
to author or editor. 


School Hospital 
and and Other 
College Institutional 
Catalogues Reports 





The proof-reading department is especially 
well qualified to correct, revise, and prepare 
for press medical publications of every de- 
scription. 

The bindery is well equipped to do all 
manner of binding, from the smallest pamphlet 
to the finest morocco-bound book. 


Correspondence Solicited. 


Address Printing and Binding Department 


J. B. Lippincott Company 
2277231 South Sixth Street 
Philadelphia, Pa. 
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NEW BOOKS 





Principles of Clinical 
Pathology 


Disease is here treated as a perversion of physiological function. To the physician, 
this point of view is of fundamental importance, for he is dealing essentially with ab- 
normalities of function. 

The work is recognized as authoritative in Germany and it has been translated into 
at least five other languages. To the American profession, no other introduction is 
necessary than that given to it by Dr. William Osler. By Ludolf Krehl.  Trans- 
lated from the third German edition and edited by A. W. Hewlett, M.D. With 
an introduction by Wm. Osler. Octavo. 504 pages. Illustrated. Cloth, $5.00. 





Luke’s Guide to 


Anaesthetics 


We believe this to be the most complete little book on the subject obtainable. It 
contains eleven chapters with Appendix and Index. 

It gives the reasons for the Choice of an Anesthetic, Nitrous Oxide, Ethy] 
Chloride and Bromide, Ether, Chlorotorm, Anzsthetic Sequences, Anaesthetic Mix- 
tures, Anzsthetic Apparatus in General Practice, Difficulties Arising during Anzs- 
thesia, and their Treatment, The Preparation of the Patient and After-treatment, 
Local Anesthesia, Anzsthetic Commissions and Investigations. By T'homas D. 
Luke, M.B. Crown Octavo. 135 pages. 45 illustratiens. Cloth, $1.50. 


2nd edition. 








J. B. Lippincott Company 


LONDON since 1872 PHILADELPHIA since 1792 
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NEW BOOKS 








Atlas of Human 


Anatomy 


For convenience this Atlas is divided into three volumes: Vol. 1—Bones, Joints, 
Ligaments. Vol. 2 —Regions, Muscles, Fascie, Heart, Blood-vessels. Vol. 3— 
Viscera, Brain, Nerves, Sense Organs. Pictures of dissections, true to nature, aid 
the imagination, refresh the memory, and act as an excellent guide in the practical 
work of the physician and surgeon. In this Atlas the illustrations are typical and give 


all the stages of a dissection of a body from its beginning to its completion. By 


Werner Spalteholz, Professor of Anatomy in the University and Custodian of the 
Anatomical Museum at Leipzig. Edited and translated from the third German edi- 
tion, by Lewellys F. Barker, M.B., Tor., Professor of Anatomy, University of 
Chicago. With a preface by Franklin P. Mall, Professor of Anatomy in the Fobn: 
Hopkins University, Baltimore. Square Octavo. 872 pages. 935 illustrations, 


. ? , ? A 
mostly au colers. y VOLUMES. Cloth P\PIO.OO per set. 
‘ a , 





Methods of Morbid Histology 
and Clinical Pathology 


HALL & HERXHEIMER 


This beok is issued in response to inquiries for a laboratory hand-book containing 


the numerous recently devised methods as well as those of earlier date, arranged in a 


form suitable for practical work. Sma// Octavo. 290 pages. Chth, $?.00 








J. B. Lippincott Company 


LONDON since 1872 PHILADELPHIA since 1792 
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MPLETE THERAPEUTIC y 


THE H.O, SOLUTIONS ‘UE ON 
e" ONLY ATTAINED IN 


DIOx ogen, 

















Cesc AL. 


TEST 
ONLY CAN PROVE & 
THIS ASSERTION ‘7 S/ 











—_ OAKLAND CHEMICAL CO,| 







USE DIOXOGEN, DOCTOR, on your 
next case where a nonarritating Anti- 
septic, Deodorant or Germicide is required 


USE DIOXOGEN as a Hemostatic in Nasal, Throat. 
Stomach, Intestinal,Rectal or Utero Vaginal Hemorthage. 


USE DIOXOGEN in acute Gastritis or Enterocolitis. 
USE DIOXOGEN in typhoid or vomiting of Pregnancy. 


COMPARE, DOCTOR, the results with 
what has been obtained when peroxide of 


hydrogen or other remedy has been employed. 
DSERS of DIOXOGEN know and appreciate the difference. 
DIOXOGEN is its own most convincing advocate. 


DOSE INTERNALLY IS DROPS TO A TABLESPOONFUL 


NEW YORK 
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DOCTOR: 














You can run an Electric Carriage 
Cheaply, 
Safely, 
Easily 


You have more comfort, style, and 
rest in the 


BABCOCK ELECTRIC CARRIAGE 


than you do in your horse-drawn 





vehicle 
a» ef 
Guaranteed 
No odor 

65 
miles No noise 
on one No dirt 
charge 

& * 














Write for 


Physicians’ Catalogue No. 40 


Decauville Automobile Co. 


Broadway at 56th Street 
New York 
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The Winkley Artificial Limb Co. aa 














(Incorporated ty the Laws of the State of Minnesota.) 
JEPSON BROS., Sole Owners. 


LARGEST MANUFACTORY OF ARTIFICIAL LEGS IN THE WORLD. 


MANUFACTURERS OF THE 


LATEST IMPROVED, PATENT ADJUST- 
ABLE, DOUBLE SLIP SOCKET 


Artificial Leg 


(Warranted NOT to Chafe the Stump.) 
Leg for 


Wih SPONGE RUBBER, FOOT, «=< 
® 


Mexican Felt or English Willow low the 


knee, 
with the 


PERFECT FIT GUARANTEED inner 


sock 
From Casts and Measurements WITHOUT Leaving Home inh 8 


outof 
place. 





Send for our New Illustrated Catalogue. 


MINNEAPOLIS, MINN. : U. S. A. 





The one distinctive feature of 





Gray’s Glycerine Tonic Comp. 





| 
is its uniform efficacy in debilitated patients | 
of all ages---the child, the adult, the aged. | 
It improves the appetite, creates digestive | 
vigor, promotes assimilation and---most im- | 
portant---has no deleterious after effects. | 

Gray's Tonic has become the standard | 
remedy for anaemia, malnutrition and ner- | 
vous exhaustion, from whatever cause. 


THE PURDUE FREDERICK CO., 298 Broadway, N. Y. 
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- GOLD MEDAL 
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ORBITAL ABSCESS. 

Early in the year 1901 an extensive orbital 
abscess developed consequent from abscess in 
cellular tissue of both eyelids. The ab- 
scess had opened spontaneously in the 
region of the upper retro-tarsal fold, and dis- 
charged copiously a thick yellow pus. In 
order to preserve the integrity of the import- 
ant tissues in the vicinity of the wound, I 
cleansed the abscess cavity, using with Una- 
nel’s eye syringe pure Dioxogen, after which 
Iemployed various agents to combat the sup- 
puration. Among those employed were Iodo- 
form, Boracic Acid, Calendula, Lysol, Carbol- 
ic Acid, absolute Alcohol, and Permanganate 
of Potash, finishing the process with a pack- 
ing of gauze. 

The patient was treated twice daily, and in 
a month’s tim: there was but little if any 
improvement. 

On one occasion Dioxogen was employed 
without any further treatment, and the im- 
provement following the abandoning of all 
other dressings was very evident. From that 
time the case proceeded rapidly to a complete 
cure under injections of Dioxogen alone ; the 
only evidence of the malady remaining is a 
slight scar on the side of the wound and mere 
suggestion of ptosis. The vision, fortunately, 
is perfect, being at no stage of the disease seri- 
ously affected.—A. C. Peterson, M.D., 135 
Geary St., San Francisco, Cal. 


GOLD MEDAL AWARDED. 

We note with pleasure the award of a Gold 
Medal by the Lewis and Clark Centennial 
Exposition to the Lambert Pharmacal Com- 
pany of St. Louis. This firm is one of the 
most reliable in the country and well de- 
serves the honor which has thus been be- 
stowed upon it. 


Ereoapiot (Smith) may be implicitly re- 
lied upon to promptly relieve the most in- 
tractable forms of amenorrhea, dysmenorrhea, 
menorrhagia, metrorrhagia, or, in fact, any 
disturbance of the menstrual function aris- 
ing from a disordered condition of the organs 
of regeneration. It is an emmenagogue of 
incomparable excellence. 

Where the suppression is the result of sud- 
den mental or physical shock, exposure to 
excessive cold or dampness, change of 
climate, etc., the function can be restored 
with absolute certainty by the administration 
of a few capsules of Ergoapiol (Smith). 





THE BLOODLESS PHLEBOTOMIST. 

The “Bloodless Phlebotomist” for January 
contains the following instructive articles: 

“Appendicitis as an Infective Inflamma- 
tion,” by Prof. Robert T. Morris, A.M., 
M.D., of New York, ‘“‘The Early Diagnosis 
of Pulmonary Tuberculosis,’’ by H. Edwin 
Lewis, M.D., of New York, ‘ Phagedenic 
Uleer,’’ by J. Bonnefin, M.R.C.S. , of Ley- 
tonstone, England. 


We would recommend to any of our 
readers who have not received a copy of this 
issue that they write for one to the pub- 
lishers at 57 Laight St., New York. We 
are informed that such requests will be 
acceded to. 


ONE MOMENT, PLEASE. 


Just at this season, when inflammatory 
affections of the respiratory organs are so 
prevalent, it is a matter of much im portance 
to apply methods of treatment that will con- 
trol the respiratory symptoms without de- 
ranging the other functions of the body. Ex- 
pectorants fail so frequently that they are, to 
say the least, unreliable ; cough syrups de- 
range the stomach and thereby adda compli- 
cation ; respiratory sedatives, of which opium 
and its derivatives are the most frequently 
employed, depress the central nervous system 
and have but a transient palliative effect, 
from which an undesirable reaction nearly 
always results. How much better it is to hold 
the respiratory symptoms in abeyance with 
a remedy which not only is absolutely free 
from deleterious influences, but has also pro- 
nounced constitutional effects, which rein- 
force its specific action on the respiratory 
tract. 

That Gray’s GiycerIne Tonic Comp. has 
these influences is accepted by the profession 
at large because the experience of many years 
has demonstrated the fact beyond question. 
A convincing proof is evidenced by the effects 
of this remedy in the ordinary forms of acute 
bronchitis or ‘“‘cold.”’ Almost immediately 
do the symptoms of respiratory inflammation 
becomes less pronounced when Gray’s Tonic 
is administered : cough is lessened, bronchial 
distress relieved,and expectoration facilitated. 
Persistence in the use of this remedy will 
practically always control these troublesome 
symptoms and shorten, very materially, the 
duration of the attack. 
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The Reliable 
FRANKLIN 


The Car a Doctor Needs 


He needs a car he can use 






day and night, winter and 
summer, every day in the 
year, on a minute’s notice. 

A car that will go and re- 
. turn—without hitches and 
~S » 7 

delays, 

A car with speed—to annihilate hills, mud, and other obstacles. 

Easy to operate—his mind is on other things. 

A comfortable car—his work is hard. 

The Frankiin four-cylinder doctors’ car—picture shown above—is just the car 

for physicians. We have waited five years before saying this. Hundreds of doctors 
have told us so, before we took the responsibility of telling the doctors. 


Send for Booklet A, which tells details 
H. H. FRANKLIN MFG. CO., Syracuse, N. Y. 


Member Association Licensed Automobile Manufacturers 














The ONE That Satisfies 


KELOID ‘T have used your Local Anesthetic in all ot my minor surgical 
work for several years. Asa sample case, will mention one in which I 
removed a tumor from the forearm of a young lady in which a three-inch incision 
was necessary ; removal of tumor and closure of wound with interrupted sutures, all 
of which was done without causing the least sensation of pain.” 
Dr. FRANK TozieR, Woman's Hospital, 
Batavia, N. Y., U.S. A. 
OPERATIONS **T consider Dr. Waite’s superior to anything I have ever 
ON THE EYE used, and have tried about everything in the market. I use Dr. 
Waite’s Anesthetic in all my operations on the eye, in excision 
of tumors, and all cases where I wish to destroy pain without chloroform.” 
FLoyp CLENDENEN, M.D., LaSalle, Ill., U.S. A. 
USED SIX YEARS AT “Six years ago Dr. George R. Harding gave mea 
A SANITARIUM half ounce of clear white fluid, remarking, ‘That is 
the best Anzsthetic in the world—perfectly safe: 
give it a trial in minor operations.’ I did so with perfect results. Dr. Harding then 
informed me that it was Dr. R. B. Waite’s Antiseptic Local Anzsthetic, which I § 
have continued to use during the past six years, hundreds of times and ina great | 
variety of surgical operations, to the entire satisfaction of all concerned.”’ 
Dr. Hiram J. Hampton, Proprietor, 
Tampa Heights Sanitarium, Tampa, Fla. 
Sold by prominent dealers everywhere, or prepaid by the manufacturers 
on receipt of price. 


Price: I oz. bottle, $1.00; 2 oz. bottle, $2.00; 6 ozs., $5.00; 
12 ozs., $10.00; 20 ozs., $15.00. 


for trial for 25 cents, to pay 
$1.00 Bottle Free packing and postage. 





ADDRESS DEP’T A, 


THE ANTIDOLAR MANVFACTURING CO. 


Springville, Erie County, N.Y., U.S. A. 


N/PRICE, 2. 3.00.6 Gaal 
Ri one os nore ! 
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BETA-EUCAIN 
In his recent work on ‘‘Local Ancsthesia’’ 
(J. A. Barth, Leipsic, 1905) Prof. H. Braun 
of Leipsic University says regarding beta- 
eucain: 

“ Heinze and I have shown that the effect 
of eucain, endermically administered, is en- 
tirely equal to that of cocain. There is no 
pain or specific irritation even when 10% 
eucain solutions, made with the aid of heat, 
are injected. A distinct diminution of sensi- 
bility is effected already by ,;)y5 solutions. 
Eucain anesthesia is slightly less persistent 
than that of cocain; 1} solutions of the for- 
mer have the same endurance as 1% solu- 
tions of the latter. Strengths greater than 
1% ansthetize beyond the zone directly 
infiltrated, but less so than cocoain. On 
mucosze and nerve trunks the anesthesia is 
a little slower and somewhat less intense 
than that of cocain. 

‘No injury whatever is done to the tissues 
by an osmotically indifferent and moderately 
wheals 
Weaker 


solutions than 5% require the addition of from 


concentrated eucain solution; the 


disappear rapidly and completely. 


sodium 
Moderate 


six-tenths to nine-tenths of 1% 


chloride to prevent swelling. 
hyperemia of the infiltrated tissues is oc- 
casioned. 

“Specially noteworthy is the lesser toxicity 
of beta-eucain. Vinci, Dolbeau, Schmidt, Du- 
mont, Legrand, and I found that its fatal 
dose is 3 to 3} times greater than that of co- 
cain. Animalexperimentation shows that its 
toxic effects are greater when the eucain is 
injected in concentrated solution than when 
the same amount is injected in weak dilu- 
tion. Judging by my own extensive ex- 
perience, a dosage of 15 grainsin 1 or2% solu- 
tion is a very low one, and it has been greatly 
exceeded by many authorities. I often gave 
up to 2} grains in 4% solution and 4} grains 
in 75% solution. It is never necessary or 
desirable to exceed 2% strengths of beta- 


eucain.’’ 


PNEUMONIA. 


“The pneumonia season is rapidly ap- 
proaching. Soon the various journals will 
be full of the statistics of past years in 
regard to the prevalence and fatality of this 
disease. The pathology and etiology will be 
thoroughly gone over, but, judging by the 
past, most writers will have very little that is 
encouraging to say as regards treatment. 

“Several points, nevertheless, must be kept 
in mind. Whatever drugs are used inter- 
nally (and this depends very much upon the 
individual case), the patient must have plenty 
of fresh air. Do not be afraid of his taking 
cold on account of the cold air blowing across 
his face. It is now considered that this is im- 
possible. Also, whatever drugs may be used, 
keep the body warm with suitable clothing, 
and use externally some preparation which 
will cause a comparative lessening of blood- 
pressure in the lungs. Cold applications, be- 
side lowering the vitality of the patient, 
cause a depletion of the superficial vessels, and 
consequently increase the hyperemia in the 
lungs themselves. Our attention then would 
be drawn, per contra, to hot applications. To 
the most of these there are very great practi- 
cal objections, such as their inconvenience, 
their tendency to grow cold very rapidly, 
and the fact that they must frequently be 
renewed, thereby disturbing the _patient’s 
rest to his manifest detriment. 

‘“We have found but one form of hot ap- 
plication which seems to us to entirely fill 
the bill, and that is Antiphlogistine. By its 
means the vitality of the body is conserved, 
the blood is attracted to the surface and away 
from the lungs (its hygroscopic action remark- 
ably enhancing this effect), and the tone of 
the heart’s action is maintained. Beside 
this, its frequent renewal is not necessary, 
and the patient’s rest is not thereby dis- 
turbed. Practically we know that by its use 
the patient is made much more comfortable, 
the fatality is much decreased, and if abor- 
tion of the disease is possible, we believe it 
van be accomplished better by this means 
than by any other.”’ 

Kansas City Medical Record 
October, 19085 
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The LENOX 





HOTEL 


IN BUFFALO 















S hnovettad % 
Cos Bij Rik fi 
S MOST LUXURY 








North St., at Delaware Ave. 
g A modern, absolutely fire-proof structure, ex- 
quisitely furnished, arranged to give its patrons the 
utmost comfort, and with unexcelled service 
throughout. 
EUROPEAN PLAN 
Rates $1.50 per day and upward 
Wire reservations at our expense 
Take Elmwood Ave. or Hoyt St. Electric Car 
George Duchscherer, Proprietor 














IDIOSYNCRASY OR SOME OTHER REASON 

We meet with many cases in practice suf- 
fering intensely from pain, where for an 
idiosynerasy or some other reason it is not 
advisable to give morphine or opium by the 
mouth, or morphine hypodermically, but 
frequently these very cases take kindly to 
codeia, and when assisted by antikamnia its 
action is all that could be desired. 

In the grinding pains which precede and 
follow labor, and the uterine contractions 
which often lead to abortion, in tic doulou- 
reux, brachialgia, cardialgia, gastralgia, hep- 
atalgia, nephralgia, and dysmenorrhcea, im- 
mediate relief is afforded by the use of this 
combination, and the relief is not merely 
temporary and palliative but in very many 
cases curative. The most available form in 
which to exhibit these remedies is in “Anti- 
kamnia & Codeine Tablets.” 

The physician cannot be too careful in the 
selection of the kind of codeia he administers. 
The manufacturers of ‘‘Antikamnia & Co- 





deine Tablets ’’ take every precaution; in fact, | 


they refine and purify every grain of codeia 
which enters into their tablets. 
When writing, 


please 






The Best, Is 
None Too Good 


The proper care of 
a run-down patient 
implies a careful 
study of each case. 
Use the microscope, 
the test-tube and the 
Stethoscope freely. 


Where no organic 
difficulty exists re- 
member that an 


agreeable malt tonic 
is the ideal tissue- 
builder, and prescribe the 
best. The best is 


GOLDBECK’S 
MALT EXTRACT 


In all cases of impaired 
nutrition resulting from over- 
work, anxiety or nervous 
shock, specify GOLDBECK’S 
and watch results. You will 
see them, and quickly. It 
costs alittle more, but never 
disappoints. 

Especially useful for Nurs- 
ing Mothers. 


JOHN F. BETZ & SON, Limited 
Crown and Callowhill Streets PHILADELPHIA, PA. 


DR. BROUGHTON’S 
SANITARIUM 


For the cure of Opium and other Drug 
Addictions, including Alcohol and 
Special Nervous Cases. 





R. BROUGHTON, M.D. 
2007 S. Main St., ROCKFORD, ILL. 


SAL HEPATICA 


The original efferves- 
cing Saline Laxative and Uric 
Acid Solvent. A combination of 
the Tonic, Alterative and Lax- 
ative Salts similar to the cele- 
brated Bitter Waters of Europe, 
fortified by addition of Lithium 
and Sodium Phosphates. It 
stimulates liver, tones intes- 
tinal glands, purifies alimen- 
tary tract, improves digestion, 
assimilation and metabolism. 
Especially valuable in rheu- 
matism, gout, bilious attacks, 
constipation. Most efficient 
in eliminating toxic products 
from intestinal tract or blood, 
and correcting vicious or 
impaired functions. 

Write for free samples. 


BRISTOL-MYERS CO., 
Brooklyn, New York City, 
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NON-IRRITATING . DISINFECTANT 
Rt PAY :- 

HARMLESS ee DEODORANT 


Ny 


Qktanp cuemneal 


“64 West BROADWAY.NY 


Dioxogen is a 
medicinal solution of 
H, O,with a well established 
reputation for purity and 

reliability. It has for many years 
been known as‘the kind that keeps 
and is always specified by the 
~s=- careful prescriber. ~=- 


Dioxo 
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Itisa powerful germicide, but is harmless 
to healthy tissues; destroys pus and septic 
materials;has atmechanical’action which dis- 
lodges dirt from accidental wounds. Of indis- 
pensible value in modern minor surgery. Adhered 
dressings easily and painlessly removed by its use. 


SHOULD ALWAYS BE CARRIED IN THE EMERGENCY - BAG. 
THE OAKLAND CHEMICAL CO, New vores chy 








NOTICE.—State Medical Registration Laws, complete, sent free on request 
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SOUTHERN’S PALM LIMITED. 


Commencing January 8th, the ‘ Southern’s 
Palm Limited via Southern Railway will be 
inaugurated. The equipment of this train 
consists exclusively of Compartment-cars, 
Pullman Sleeping-cars, Observation-car, 
Club-car, and Southern Railway Dining-car, 
of the most recent design, and is electric- 
lighted throughout. The style of the train 
is somewhat different than that of former 
seasons and is in every respect more com- 
fortable and convenient in its appointments. 
The conductors and train attendants are 
varefully selected from the very best and 
most experienced employees, and every facil- 
ity for the comfort and convenience of its 
patrons has been arranged. 

The most modern Block Signals have 
been installed on the main line with an 
operator at every three and one half miles’ 
distance, and all trains are very carefully 
guarded at all hours of the day and night by 
competent and experienced telegraphers. 

Mr. Chas. L. Hopkins, District Passenger 
Agent, Southern Railway, 828 Chestnut 
Street, Philadelphia, Pa., will take p'easure 
in furnishing all information. 


CALIFORNIA TOURS. 


The Southern Railway offers two High 
Class Tours to and through California and 
return under Personal Escort from Washing- 
ton—leaving Washington February 8th, and 
March 8th, 1906, the tours being in charge of 
an agent whose frequent trips over the entire 
route enable him to describe with interesting 
detail every feature pertaining thereto either 
traveling orat stop-over points. Opportunity 
to see the National Capitol with its Diplomatic, 
Social or Legislative functions, two days at 
New Orleans, one day at San Antonio, one at 
E] Paso tosee Juarez, Old Mexico, then Cali- 
fornia from Redlands to San Francisco in 
the Green Season when it is most attractive 
in climate and Flora. The California Coast 
line with its exquisite marine views. Old 
Missions and an infinity of interesting detail. 
The return is through Salt Lake, Colorado, 
and Chicago, with appropriate stops. 

Tickets may be purchased from eastern 
points for round trip, joining the tour at 
Washington. 

For detailed information, write or call on 
Chas. L. Hopkins, District Passenger Agent, 
Southern Railway, 828 Chestnut Street, 
Philadelphia, Pa. 





POND’S 
EXTRACT 

ANTISEPTIC 
CREAM 


‘A combination of analgesic, anoe 
dyne @ antiseptic constituents with 


POND'S EXTRACT OF HAMAMELIS 


It allays inflammation in sKin 
and mucous surfaces-—cools, soothes, 
nourishes and heals. 


IN HYPERESTHETIC RHINITIS, 


accompanied by attacks of sneeze 
ing and irritability of the nares, it 
acts as a protective to the sensitive 
mucous membrane. 

Liberally applied over the tissues 
~specially to the anterior portion 
ef the nasal chambers-—it soothes 
and often effects rapid improvee 
ment without other treatment. 


Sample in Glass Jar Free to Physicians on Request. 


POND’S EXTRACT COMPANY 


NEW YORK 442° LONDON 
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For practical work; 
for saving time; for long 
service and complete 
satisfaction, no other 
typewriter quite equals 


TheSmith 
Premier 


A littie book explaining just why 
























this is so will be sent on request. N 
N 
Better ask about it to-day. \ 
The Smith Premier N 
> \ 
Typewriter Company \ 
23 SOUTH 8h STREET 
f PHILADELPHIA, PA. N 
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The American Journal of Nursing 


IS A MONTHLY MAGAZINE 


The Subscription Price is two dollars a year, payable in advance; 
single copies, twenty cents; foreign postage, five cents a copy additional. | 


Official Organ.—This Journal is the official organ of the seven largest 
and most important nursing organizations in the country, viz.: 


The American Society of Superintendents of Training-Schools for Nurses. 
The Nurses’ Associated Alumnz of the United States. 

The International Council of Nurses. 

The Hospital Economics Association. 

The New York State Nurses’ Association. 

The Pennsylvania State Nurses’ Association. 

The Graduate Nurses’ Association of Connecticut. 
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| THE 
NEW YORK STYLE 
AMBULANCE = 
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ae CO. 
=| WAGON BUILDERS 


Girard Ave, €.8St. 














ARE THOSE MADE BY THE 


rec In-Marbaker Co., 


PHILADELPHIA 








Made strictly on honor, from the very best obtainable materials, under 
supervision of those who have had years of experience and know just what an 
ambulance should be to be right. 





Let Us Submit Plans and Estimates for Your Consideration. 
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Quality - Price - Convenience 


All Favor Stearns’ Antitoxin 








Quality is the first consideration in choosing antitoxin. 

EOIN SEE 

None ranks higher than Stearns’. Six years’ use has won it pre- 
eminence. No better serum has been or can be made under present 
conditions of scientific knowledge. It is the product of scientific ex- 
perts from first to last, whose one object is to prepare a serum of the ' 
highest possible grade. 

And convenience may be next in importance. 

We are willing to have it considered so, for our Simplex 
syringe is plainly the handiest, strongest, most easily 
operated serum container. 

Then price must be a compelling argument in our favor 

Our 3000-unit package, for example, is listed at $4 
(from which druggists concede a discount of 25 per cent. to 
physicians) ; before we abolished the exchange system we 
had to list it at $5—the extra charge being to pay for re- 
turned serum. Other makers still list their serums at the 
old (high) price, for they adhere to the wasteful plan of 
exchanging and re-exchanging serum. 


The custom of exchanging unsold antitoxin tempts the 





dealer to over-stock, and causes the maker to over-produce ; 
- RES REST wi 
therefore the consumer must over-pay. 
On each average dose of exchangeable serum your pa- 
tient is taxed at least a dollar to keep up the exchange 
nuisance, which is in vogue in no other country ; and if you 





. ays 
buy the serum you pay that tax. Exchangeable serum is 
no better than ours—perhaps not so good. Ours costs less 

° wee 
simply because we have no waste—no returns; you pay for 
just what you get ; and get all you pay for. 

Sateen eT 








Thus, ‘‘ there is every reason for preferring Stearns’ serums.’’ 
iia teetiemmeaniial 































i ° FREDERICK 
7 STEARN 
xs S&S COoOnrPANY 


DETROIT, MICH.,U.S.A. 
WINDSOR,CANADA.LONDON,ENG.NEW YORK CITY 
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Winter Cruises 


TO 


New Orleans and 
Havana 


Southern Pacific Elegant Passenger Ships 


NEW YORK and NEW ORLEANS 
NEW ORLEANS and HAVANA 
From New York every Wednesday, 

arriving New Orleans Monday. 
From New Orleans every Wednes- 
day, arriving Havana Friday. 


Berth and meals included in rate. 


Fast Time Superb Service 
Excellent Cuisine 


Connecting at New Orleans with 


Southern Pacific 


Rail lines for all points in 


Louisiana, Texas, Mexico, 
Arizona, California 


INOUIRE 
349 and 1 Broadway, New York 
170 Washington Street, Boston Baltimore and Hanover 
632 Chestnut Street, Philadelphia Streets, Baltimore 
212 W. Washington Street, Syracuse 
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Prescribed where nourishment 
in nursing mothers is scanty or of 
too poor quality for baby’s needs, 


Panst Extrad. 


proves a highly efficient galac- 
tagogue, supplying the neces- 
sary nutriment to the mother. 
Throughout the entire course of 
pregnancy and lactation, Pabst 
Extract is of decided benefit to 
both parent and child. The 
large percentage of proteids, 
phosphates and digestive fer- 
ments of malt with proper 
amount of carbohydrates as 
contained in Pabst Extract, 
makes this preparation an inval- 
uable aid to the profession. 


Pabst Extract Laboratory 
Milwaukee, Wis. 
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The most 
reliable 
malt tonic 1s 


Pans 
Exttad 


because of its 
superior 
quality and 
method of 
preparation. 
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Chalfonte 


is a new Fireproof building of the best 


type, located 





ON THE BOARDWALK 


ATLANTIC CITY, N. J. 


BETWEEN THE PIERS 








THE LEEDS COMPANY 


Solicits your patronage and invites you to 
[ write for Illustrated Folder and Rates. 
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JOURNAL OF THE 


| Association of Military Surgeons 
of the United States. 


EDITED BY 
James Evelyn Pilcher, M.D., Ph.D., L.H.D., 


Major and Brigade Surgeon of United States Volunteers, 
H Captain, Retired, In the United States Army. 





Military and Naval 
Surgical Practice.*.* 


The Medicine of #* 
the Army and Navy 


















Field, Camp and 
Marine Sanitation 


Tropical and Tem- 
perate Diseases#.* 





The Journal of the [ledical Officers of the American 
Public Services in Particular, but of the Highest 





Interest and Value to Every Practitioner. 


Published [onthly, $3.50 a Year. 


Free to Members of the Association of Military Surgeons of the United States. 








The Association of [lilitary Surgeons, 


DEPARTMENT OF PUBLICATION, 
Carlisle, Pennsylvania. 
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OPEN ALL THE YEAR 


NOTED FOR 


Its Complete Equipment 
Courteous Service, and 
Homelike Surroundings 


Write for cokers LEEDS & LIPPINCOTT 
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[N ordering diph- 
theria antitoxin, 
the specification 


PARKE, DAVIS & CO. 


will insure the delivery of a 

fresh, aseptic, active, standard- 

ized serum—a serum that may be relied upon in emergency. 
tt tt Rh 


The Exchange Privilege 


which we extend to both physicians and pharmacists, 
thereby supplying fresh product for unused antitoxin, 
means not only 


PROTECTION ACAINST LOSS, 











PARKE, DAVIS &CO'S 
READY TOUSE SERUM SYRINGE 








but, what is of infinitely more importance, 
ASSURANCE OF A POTENT SERUM. 


tt tt th 


Bulbs of 500, 1000, 2000, 3000 and 4000 units, 
with piston-syringe attachments. 


at BR 
No CGuesswork When You Use Our Antitoxin! 


PARKE, DAVIS & CO. 


LABORATORIES: DETROIT, MICH., U.S.A.; WALKERVILLE, ONT.; HOUNSLOW, ENG. 
BRANCHES: NEW YORK, CHICAGO, ST. LOUIS, BOSTON, BALTIMORE, NEW ORLEANS, 
KANSAS CITY, INDIANAPOLIS, MINNEAPOLIS, MEMPHIS; 

LONDON, ENG.; MONTREAL, QUE.; SYONEY, N.S.W.; ST. PETERSBURG, RUSSIA; 

SIMLA, INDIA; TOKIO, JAPAN. 
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Typhoid stools and sick-chambers are successfully disinfectea by the 
use of PHENOL SODIQUE. 


= PHENOL SODIQUE 


quickly heals and prevents suppuration in cuts, 
burns, and sores. 

PHENOL SODIQUE is successfully employed 
as an intestinal antiseptic; a few drops well diluted. 


Sample and Literature upon request. 
Mention this journal. 


Hance Brothers G White 


Pharmaceutical Chemists 
Philadelphia 





NORTHWEST MEDICINE 


An Ethical Monthly Medical Journal owned and controlled 
by the Medical Profession of the Northwest. 








It publishes selected Original articles, Reports of the Local 
Societies, Editorials, Abstracts and Book Reviews. 


Its object is to gather and record the Medical Literature of 
the Northwest and to promote the welfare of the Medical 
Profession. 


Subscription $2.50 per annum. 


Splendid medium fof advertisers. Rates on application. 
Send for sample copies. Address 


NORTHWEST MEDICINE 


MARION BUILDING . SEATTLE, WASHINGTON 





(Inflammation’s Antidote) 


‘A HYGROSCOPIC, ANTISEPTIC CATAPLASM, indicated 

in‘all superficial and deep-seated inflammatory and 
congestive conditions, composed. of the finest Anhy- 
drous and Levigated Argillaceous Mineral, Chemically 
Pure Glycerine, Compounds of lodine, representing 
a small percentage of Elementary lodine, minute 
quantities of Boric and Salicylic Acids and the Oils 
of Peppermint, Gaultheria and Eucalyptus. 


THe DENVER CHEMICAL Mea. Co. 
DENVER. NEW YORK SYDNEY 


SAN FRANCISCO MONTREAL 





IN YOUR CASES OF BRIGHT’S 
AND OTHER DISTURBANCES 


of the Hidney You Should 
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The primary substances of the cells of the cortex and the convoluted tubules of the kidney. 


i 





These primary substances in the shape of macerated kidney have been used for three years 
in the hospitals of France with remarkable results. 

Page and Dardelin in the Presse Medicale report 18 cases and say that the results have 
been so remarkable that they do not hesitate to proclaim that it is the most certain and 
most poverful weapon at our disposal in fighting mephritis. 

Chaupin in Revue de Medicine: ‘“‘ Very energetic, diuretic action, edema and. congestion 
vanishing and arterial hypertension subsiding.’’ 

Renault in Gazette des Hopitaux : ‘‘ Most efficacious and active medicament yet proposed, 
causes albumin to disappear, does no harm to disease . kidneys. ”’ 

NEPHRITIN is fifty times as potent as the maceration. 

NEPHRITIN is dispensed only in five-grain tablets. 


Literature and samples upon request. 


REED @ CARNRICK, 


42-44-46 Germania Ave., . Jersey City, N. J. 
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